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Chapter 1: Introduction 
1 
INTRODUCTION 
 
1.1 BACKGROUND OF THE STUDY 
Anxiety and depression are two of the most common mental health concerns in 
our society. They are often experienced as a complex set of emotional and functional 
challenges. In our daily life and while practicing our activities we are exposed to 
stress and intentions; sometimes these stresses and intentions may develop to be an 
illnesses and mental disorders like anxiety and depression. Mental Disorders are “a 
serious disturbance in thoughts, feelings and perceptions that is severe enough to 
affect day-to-day functioning” (Mood Disorders Society of Canada, 2009). According 
to Hilgenbrinck (1994), Mental Disorders are “a clinically significant behavioral or 
psychological syndrome or pattern that occurs in an individual and that is associated 
with present distress or disability or with a significantly increased risk of suffering 
death, pain, disability or an important loss of freedom”. 
Recent figures revealed and certify that there is a remarkable increase in the 
proportion of people who suffer from anxiety and depression in Jordan. Figures 
according to Technical Assistant to the Director of the National Center for Mental 
illnesses of the Jordanian Ministry of Health confirms that about 12 percent of 
Jordanians suffer from depression, while 15% suffer from anxiety (National Centre of 
Mental Illnesses, 2016). 
The number of people with depression in Jordan, are 200,000, while the number 
of people living in the world about 350 million, according to the World Health 
Organization. Those numbers are rising about 20-30% in people who suffer from 
chronic diseases, diabetes and kidney patients, the problem lies in Jordan that people 
who gets right treatment do not exceed 5%, and the rest resort to sorcerers and to 
physiological disease specialists (Sarhan, 2016) 
In recent decades researches have shown that coping styles and adjustment are 
related with anxiety and depressive symptoms. The experience of negative emotional 
states associated with stress reduces the adaptive capacity and limits effective coping 
in the present and in the future. Moreover, the shortage of coping resources 
contributes to the deterioration of the quality of life which adversely affects the health 
status and the adjustment level of an individual. 
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Depression and anxiety are characterized as distinct syndrome and are different 
conditions. They co-occur in over half of all the cases as they are different 
presentations of the same disorder. Both are emotional disorders. Generalized anxiety 
disorder is one form of anxiety disorder in which patients tend to be hyper vigilant, 
become negative and worry about the future. They believe they are likely to encounter 
with threats. In contrast patients with major depressive disorder tend to ruminate more 
as self-relevant, negative information, focusing on what might happen. 
Although, depression and anxiety are different condition, but they can also 
commonly occur together. Anxiety may occur as symptom of clinical depression. It is 
also common to have depression that is triggered by an anxiety disorder. Many people 
have depression of both an anxiety disorder and clinical depression. Stress is usually 
precursor to anxiety and anxiety is usually precursor to depression. 
Furthermore, relationship between stress and mental disorder is not 
unidirectional. Stressful life experiences and ways of dealing with them may 
predispose mental disorders. Thus coping strategies remain valuable to influence the 
adjustment level and onset of mental disorders. Mental disorders have multifactorial 
determinants, and stress is one of them. Both acute and chronic stress associated with 
exposure to negative experiences can trigger acute range of diseases. 
In this regard coping mediates the stress – mental disorder relationship. Coping 
with stress is defined as all activities undertaken in a stressful situation. It is an 
adaptive process based on primary and secondary approval. Dealing with stress is 
predominantly classified as process, strategy or style. The process approach involves 
subcategories or ways of coping with stress. Process is understood as series of 
strategy changing overtime and depending on the psychophysical characteristic of an 
individual. Improper coping with stress leads to impaired functioning and predispose 
the development of mental disorder. Different individuals use different strategies 
associated with their lives. Thus, the primary objective of our study was to estimate 
the frequency of different coping mechanism used by patients with symptoms of 
anxiety and depression. Furthermore, to determine whether coping was a significant 
predictor for adjustment in people with mental disorder. 
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1.2 Adjustment: Concept and Definitions 
As a beginning, adjustment is a common term that we deal with it daily; when 
we encounter stress of everyday activities, which may lead us to be depressed or 
anxious, and we must be able to manage these stresses and tensions; so adjustment 
can be defined as the way that individuals deal and manage their daily tensions to 
continue their lifestyle in a good way. 
In psychology, adjustment refers to the behavioral process by individuals to 
keep equilibrium within their different needs and requirements or between their needs 
and the difficulties of their environment. In addition, when a need is felt; the 
adjustment process begins, and it ends when that need is satisfied (Ganai & Mir, 
2013). 
There are two essential factors in adjustment which are the individual and the 
environment. In individuals, the considerations are the heredity and biological factors, 
the psychological factors and the quality of socialization given to him or her, while 
the environment includes all the social factors (Raju & Rahamtulla, 2007). 
Adjustment in language: means harmony and convergence which is contrary to 
repulsion, personality psychologists define adjustment on the basis of self-concept 
and self picture of the individual which should be in accord with reality. The 
adjustment is the process of meeting life‟s problems and is a personality and the self-
concept aspect of personality in action (Glanz & Walston, 1958). 
The concept of Adjustment is originally a biological one and was a cornerstone 
in Darwin‟s theory of evolution (1859). Darwin maintained that only those organisms 
most fitted to adapt to the hazards of the physical world survive.  
Adjustment is commonly used word in everyday life. It is equally popular in the 
discipline of psychology, sociology, and education. Adjustment is needed in all walks 
of life. Life is a continuous series of events which are attributed to changes and 
challenges.  
Everyone is facing such situations for his survival or growth which arise of 
individual‟s physiological, psychological or social needs. The strategy used by an 
individual to accommodate oneself to changing circumstances is called Adjustment. 
When an individual is successful and satisfied with his efforts then it is a case of good 
adjustment. 
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On the other hand, if a person meets frustrations in his efforts continuously it 
causes maladjustment. The psychologists borrowed this concept and defined 
adjustment with a broader meaning. They are of the opinion that life is a continuous 
process of adjustment. The adjustment process consists of efforts of an organism to 
overcome frustration in achieving the satisfaction of physical as well as psychological 
needs (Makmen, 1999). 
Adjustment is the relationship which comes to be established between the 
individual and the environment. Every individual plays a certain position in his social 
relations. He is trained to play his role in such a way that this maximum needs will be 
fulfilled. He should play his role properly and get maximum satisfaction. If he does 
not play his role according to standards and training home environment received his 
needs may not be fulfilled. 
Adjustment is a continual process by which a person varies his behavior to 
produce a more harmonious relationship between himself and his environment (Gates 
& Jersild, 1970). 
Adjustment is a “continuous process that tends to carry out more or less 
changing attitudes throughout the individual‟s life, and it is a lifelong process and can 
be defined as a person‟s interaction with his environment, also It is a process in which 
an individual learns certain ways of behavior determinants of mental health” (Mohan 
& Singh, 1989). 
According to Biologists, adjustment is an adaptation to the physical world. But 
mental hygienists talks in a very different way and takes a personal view of the 
adjustment process and consider it to be the person‟s own adjustment need, 
understanding his power and limitations, facing reality and achieving a harmony with 
himself. The requirement of social sides of adjustment is that, an individual who is 
living in a particular society must achieve or go for reasonable compromises and 
adjustments between his drive for self-realization and the demands that society wants 
in which he lives (Kaplan, 1965). 
Adjustment is a state of complete saturation of the needs of the individual on the 
one hand and the conditions of the environment on the one hand other, creating a state 
of perfect harmony between the individual and the social and physical environment 
(Eysenck, 1972). 
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Hartman (1964) defines adjustment as Preparedness instinctive needs with the 
conditions and requirements of the outside world and the superego, which is entrusted 
with the work of ego and learning under the test of reality. 
Adjustment is the fact that adjustment by itself is neither good nor bad; it is 
simply an organism's individual, peculiar way of reacting to inner demands or 
external situations (Schneiders, 1960). 
Simon and John (1994) defined adjustment as "The individual's success 
interaction with a group of individuals who are related to them and their ability to 
build relationships Social, characterized by tolerance and cooperation with them, and 
the person Adaptive socially, is a person Has many social skills to help him deal with 
the individuals around him". 
Tyagi and Pandey (2015) advocated that adjustment can be considered as the 
relationship between the individual and the environment. 
Schneiders (1960) considers the wholesome reduction of the pressure of needs, 
reasonable skill in dealing with frustrations, the development of psychological 
mechanisms by which difficulties can be circumvented or overcome, the formation of 
symptoms, the adoption of patterns of behavior required by varying situations, peace 
of mind or tranquility, the efficient: resolution of conflict, and learning how to get 
along successfully with other people. 
Adjustment represents compromise between the needs of the individual and 
demands of the society inwhich he lives. Individual tendencies must be restricted and 
channeled in certain directions if the person is to function as a member of the social 
organism (White & William, 1928). 
Adjustment process involves four parts (Mundada & Hatkanagalekar, 2013):  
1) a need or motive in the form of a strong persistent stimulus; 
2) the thwarting or no fulfillment of this need; 
3) varied activity, or exploratory behavior accompanied by problem solving; and 
4) some response that removes or at least reduces the initiating stimulus and 
completes the adjustment. 
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1.2.1 Theories of Psychological Adjustment 
The evaluation of human adjustment has been relative so far, yet it has never 
prevented the psychologists from developing a framework to understand and 
differentiate between good and bad adjustment in order to propound theories 
regarding the process of adjustment. Some of these theories have become quite 
operational in establishing a clearer understanding of adjustment in psychological 
terms and have undoubtedly changed the existing perceptions of life. 
Evolution of Psychodynamic Theory 
Freud‟s neurology background is substantial evidence that the very first form of 
psychoanalytic theory was predominantly biological. Freud explained the 
psychological phenomena in terms of neurological functioning because his work in 
this discipline evolved over more than 50 years ago incorporating the numerous 
revisions along the way travelled by psychoanalysis. Hence, psychodynamic theory 
can be viewed as a set of models, interrelated to each other, which complement each 
other and build upon cohesively. Psychodynamic theory does not declare it alone that 
the early childhood events play a significant role in shaping the personality of an 
individual, but the theory is itself unique to the extent to which it actually emphasizes 
such events as the determinants of development and dynamics of human personality. 
1.2.1.1 Psychodynamic Theory  
The psychodynamic perspective impresses upon emphasizing the unconscious 
psychological processes such as wishes and fears about which no substantial 
awareness exists and duly contends that the childhood experiences are quintessentially 
crucial in shaping adult personality through maturation. Sigmund Freud (1933), the 
founder of the psychodynamic school of psychology gave his classical theory of the 
personality based upon two very original ideas. The first idea maintained that human 
behavior is primarily ruled by irrational instincts, aggressive instincts and above all 
sexual instincts, and not by reason at all. While the second idea proposed that only a 
tiny portion of the thoughts and actions emerge from conscious mental processes; 
whereas the major influence on behavior is from the unconscious, which is believed to 
be a vast dark pool of old memories and unexpressed desires which have been 
repressed progressively for they arouse shame and instill fear. 
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Working upon these two ideas, Freud arrived at a conclusion that the human 
personality is composed of three vital elements, which he referred as id, the ego and 
the super ego. The id operates in the unconscious comprises of sexual and aggressive 
instincts which tend to form the basis of human behavior. The ego is the thinking 
perceiving, remembering and decision making part of the personality, in other words 
it happens to be the reality oriented part of the human personality. The super ego 
happens to be the moral code synonymous with the conscience but at times more 
robust in cognitive practice. 
According to Freud, maladjustment, or neurosis, occurs when a person‟s 
upbringing has resulted in the development of a weaker ego, i.e. an ego which cannot 
successfully transact between the id‟s demands for instinct gratification and the super 
ego‟s demands for subscribing to morality and putting checks on the conduct. When 
such processes occur in life of an individual, he/she is destined to fall prey to anxiety, 
instilling a fear that their instincts will take over them and that their super ego will 
surely punish them for violating the standards of morality.  
Psychodynamic model proposes that the early experiences including those 
occurring during the very first weeks or months of life lay down the foundation of the 
personality processes which continue to affect us human life years after and in some 
instances even decades, later (Blatt & Levy, 2003; McWilliams, 2009).  
Psychodynamic theory contends that most of psychological processes happen 
beyond the conscious awareness. Therefore, in terms of psychoanalysis, the neural 
activities or the internal processes of the mind are presumed to be greatly 
unconscious, which ultimately signifies the complexities of understanding human 
psyche. Contemporary psychological researches have confirmed this basic premise of 
psychoanalysis and established that mental activities like memories, motives, feelings, 
and other similar activities are often inaccessible to consciousness (Bargh & Morsella, 
2008; Bornstein, 2010; Wilson, 2009).  
The whole theory of psychodynamics is based on a number of assumptions and 
one of the most important assumptions is that nothing in the mental life happens by 
chance. This assumption is very important because it completely eliminates the 
existence of random thoughts, motives, feelings or behavior. This is also known as the 
principle of psychic causality, although a few psychologists have accepted this 
principle precisely as the psychoanalysts have conceived it, most of the theorists and 
researchers have agreed that there are some actions, thoughts, reflexes, motives, 
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intents, emotional responses, and expressions, which do not arise randomly, but they 
always seem to stem from some amalgamation of identifiable biological and 
psychological processes leading to enhancement of conscious awareness (Elliott, 
2002; Robinson & Gordon, 2011).  
The psychodynamic perspective is continuously evolving since Freud‟s time. At 
present, it includes approaches that were not included by Freud initially. Some of these 
new approaches are neuro-psychoanalysis and object relations theory. Some of the 
psychodynamic concepts have kept up well with the empirical scrutiny while others have 
not also the theoretical aspects remain controversial, yet the psychodynamic perspective 
continues to flourish and significant contemporary psychology disciplines. 
1.2.1.2 Neo-Freudian Theory 
Eminent psychologists who worked with Freud eventually broke away with a 
motive to develop their own theories of personality and thus establish corresponding 
respective schools of psychology. These theorists were to be known as the Neo- 
Freudians and their works were identified as Non-Freudian. They retained many of 
the basic Freudian concepts and assumptions but worked their way to deviations from 
the Freudian theories. According to these theorists Freud's theories failed to recognize 
imminent personality changes after the first few years of human life; they had limited 
emphasis over social influences with regards to instincts; and presents very negative 
picture of human nature. 
Although Freud had a remarkable following including Alfred Adler (1930), 
Karen Horney (1937), Erik Erikson (1963) and Erich Fromm (1941), but there were 
disagreement in some aspects of the Freudian Theory, which eventually led to the 
scope for having an alternate approach to Adjustment. The major disagreement was 
regarding the over emphasis upon the role of Id, the selfish instinct of personality. As 
per the Non-Freudian group, the ego, being the rational, creative and reality oriented 
side of human personality deserved equal importance as ego and called for a greater 
attention as it had to deal more with the conscious. The group also believed that Freud 
has been reluctant in consideration of the fact that human beings have a social role to 
play, which led to the argument that good adjustment could only be achieved through 
the development of social potential of the person. It discussed the social image of a 
person and the capabilities to interact with the peer group and other fellow members 
of the society with intent to maintain warm and caring relationships. 
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According to the Neo-Freudian theorist, growth always takes place in a social 
context; the most crucial aspect of personality is the ability to develop a strong 
personal identity along with maintaining the openness and intimacy with other 
members of the society. Conflicts between demands of others invariably and the sense 
of self arise during the due course of development, which eventually is a social 
phenomenon. Consequently any fear over threats to a person‟s identity would put 
abstinence upon him/her from making close relationship with others. If otherwise, 
conflicts between identity formation and respective social demands handled in a 
reasonable way, the individual would be able to show love and care for others and this 
would amount to good adjustment. 
1.2.1.3 Behavioral Theory 
Behaviorist approach came into existence as a result of the fact of rejection of 
Freudian and Non-Freudian approaches to personality. Behavioral theorists regarded 
all behavior as a response to a stimulus, and emphasized that it was irresponsible to 
discuss personality solely on basis of subjective events. They proposed that things not 
just take place in mind but very well affect the visible behavior of a person and could 
well be measured. Hence they proposed that psychology should be studied in terms of 
measurable behavior, which could be understood, read and counted (Watson, 
1913).Behaviorist approach assumes that whatever we do is duly determined by the 
environment we live in, which eventually provides the stimuli to which we respond, 
and the environments we have been in our past. In this way, we can learn how to 
respond in a number of ways to stimuli. Behaviorists have a unique quality that 
distinguishes them from the psychologists. They consider internal metal processes 
unnecessary for explaining human behavior. Hence it is enough to know which of the 
stimuli elicit which particular responses. They also believe that most people are born 
with only a few innate reflexes, precisely those stimulus-response units which do not 
need to be learned, and maintain that all the behaviors are the result of learning 
through interaction with the respective environments. 
Behaviorists attempt to explain behavior in terms of causative factors, which are: 
a) The stimuli which elicit a particular behavior. 
b) The events which caused the person to learn to respond to the stimulus in a 
particular way.  
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Behaviorists make use of two processes for explaining how people learn:  
i. Classical conditioning.  
ii. Operant conditioning. 
Classical conditioning makes people learn to associate two stimuli as they occur 
interdependently in such a way that the response originally elicited by one stimulus is 
differentially transferred to another. The person therefore learns to produce an 
existing response whenever a new stimulus is presented; this was characterized in the 
case of „Little Albert‟. Watson & Rayner (1920) conditioned a young boy, „Little 
Albert‟, to respond accordingly, with anxiety to the stimulus of a white rat. Albert was 
already anxious with the loud noise with was paired with the rat. Since the noise was 
presented with the same time as the rat, the anxious response moved to the rat. Later 
on the response was generalized with other stimuli resembling the rat. These stimuli 
ranged from rabbit to a fur coat. Such conditioned responses diminish and fade with 
time leading to extinction. 
1.2.1.4 Humanistic Theory 
Humanistic Psychologists including Rogers (1951), Maslow (1968) and Allport 
(1937) have disagreed completely with the behaviorist approach to human existence, 
which was largely pragmatic. The humanists have argued that ideal adjustment 
process involves much more than just a coping strategy, as it communicates with 
different events of life. They are of view that adjustment involves the development of 
human capabilities to the fullest, not just meeting the basic needs for food, warmth, 
respect and love. The individuals must aspire beyond these primary satisfactions, to 
the fulfillment of some ideal goal, which holds unique significance for them, 
personally. This process of setting personal goals and achieving them is known as 
self-actualization, without it the individual might satisfy his/her basic needs but they 
aren‟t believed to grow psychologically, making sense of the life they are leading. 
The flexible self-concept is very essential to the process of self-actualization, if 
the expectations of a person from himself or herself are narrow and rigid; they will 
have to deny their past experiences and would have to spend a great deal defending 
the self-concepts. Whilst if they could deal with life more openly and accept the 
responses to experience, it would eventually amount to ideal adjustment, which is 
continual growth based upon self-esteem.  
Chapter 1: Introduction 
11 
1.2.1.5 Existential Theory 
According to the approach of existentialism, a human being possesses no essence, 
only their existence; or the way Sartre (1944) has put it, „existence precedes essence‟! 
An otherwise general definition of existence might be that it contains those givens 
implying the existential conditions, which are due to our being and existence. Like the 
humanists, the existentialists in the field of psychology, namely Binswanger (1963), 
Frankl (1969) and May (1969) had long held a dynamic view of the human personality, 
which signifies their concerns about individual‟s ability to transcend beyond simply 
adjusting with the needs of environment and to become something of his own personal 
ideas and imaginations. However unlike humanists, existentialists put more emphasis 
upon the difficulties of breaking through to the state of this becoming. 
The existentialists regard human beings as totally independent, thus totally 
responsible for what all they make out themselves. They see human life as threatened 
and pressured towards empty social conformity, which is a kind of spiritual death. 
Therefore a truly well adjusted individual according to existential psychology is the 
one exhibiting most spiritual courage; the one taking his own decisions and standing 
by them; takes responsibility and charge of the ways in which he leads his life; 
pursues his own unique values and therefore finds meaning in his existence. Without 
this brave determination of taking charge from minute to minute of his becoming, the 
individual would find life meaningless and might despair over the prospect of dying, 
since he has never truly lived his life. 
1.2.2 Factors Affecting Adjustment 
There are a large number of interrelated factors in process influencing 
adjustment; some of which are psychological, biological, and physical of individual 
and others are external resulted from the surrounding environments. 
1. Needs of development: They require psychological development of individual, 
laming to survive with happiness and contentment. Moreover, they reflect stage of 
development in peace, each stage of growth of early childhood, middle, 
adolescence, adulthood, and old age (Gareer, 1999). 
2. Childhood developmental needs: a child is in need of learning to walk, speak, 
adjust and play. In addition, a child needs to develop cognitive and mental skills 
necessary for life such as distinguishing between the right and the wrong. 
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3. An adolescence developmental needs: an adult is expected to be aware of the 
concepts of growth only of the body, accept the body changes and take 
responsibility; for example, in choosing an appropriate profession (Don, 2004). 
4. Old Age Developmental needs: the old should be prepared to face trouble, do 
appropriate activities, adjust to retirement, be independent for children and 
establish social relationships the young (Barakat, 2008). 
5. Primary and secondary motives: motive is a psychological feature that arouses an 
organism to act towards a desired goal and elicits, controls, and sustains certain 
goal-directed behaviors. It can be considered a driving force; a psychological one 
that compels or reinforces an action toward a desired goal. For example, hunger is 
a motivation that elicits a desire to eat. Motivation is the purpose or psychological 
cause of an action (Makmen, 1999). 
Motives are often categorized into primary, or basic, motives, which are 
unlearned and common to both animals and humans; and secondary, or learned, 
motives, which can differ from animal to animal and person to person. Primary motives 
are thought to include hunger, thirst, avoidance of pain, and perhaps aggression and 
fear. Secondary motives typically studied in humans include achievement. 
6.  Psychological factors: are the mental factors that help or prevent sportspeople from 
being in the right „frame of mind‟ to perform well (Desouki, 1974). 
1.2.3 Adjustment Disorders 
Adjustment disorder can be defined as a mental disorder caused by unhealthy or 
maladaptive responses to psychologically distressing or stressful life events. This low 
level of adaptation then leads to the development of emotional or behavioral 
symptoms (APA, 2000). 
Adjustment Disorders (AD) can be defined as stress-related conditions, where 
the patient tends to maladapt to the stressor”. Adjustment disorders are more extended 
disturbance than an acute stress reaction; the reaction is quantitatively more severe 
than would generally be expected given the nature of the stressor; stressor may be an 
opposing event that has affected the individual‟s group or community as well as the 
individual themselves (Strain, Kipstein, & Newcormb, 2009). 
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When a person is not able to cope with or adjust to a major event in life or to a 
particular stressor, it can be said the person is dealing with an Adjustment disorder. 
Such a person experiences symptoms of depression, like feeling hopeless, crying, 
general loss of interest, etc. However, this disorder referred as situational depression, 
which means, unlike other depression disorders, AD can be cured if the person adapts 
or adjust to the situation. One hypothesis for AD might signify a sub-threshold 
clinical syndrome. One condition that differentiates AD from post-traumatic stress 
disorder, anxiety disorder and acute stress disorder is the presence of the stressor. 
According to the University of Chicago Comer Children's Hospital, in adjustment 
disorders, the reaction to the stressor is beyond a normal reaction or the reaction 
significantly interferes with social, occupational, or educational functioning (Comer 
& Kendall, 2005).  
1.2.4 Types of Adjustment Disorder 
Adjustment disorders are classified according to the subtype that best specifies 
the major symptoms, these subtypes and their specification according to Ali (2007) 
are: 
1. With Depressed Mood: Symptoms include tearfulness, depressed mood and/or 
feeling hopeless. 
2. With Anxiety: Symptoms are worry or nervousness. Children depict symptoms 
like fear of separation, especially from someone whom they are emotionally 
attached to. 
3. With Mixed Anxiety and Depressed Mood: This refers to a combination of 
anxiety and depression. 
4. With Disturbance of Conduct: It occurs with violation of others‟ rights or of 
major societal rules and norms that are mainly age-appropriate (e.g., reckless 
driving, vandalism, etc.) 
5. With Mixed Disturbance of Emotions and Conduct: It deals with both 
disturbance of conduct and emotional symptoms. 
6. Unspecified: Any maladaptive reaction to stressors, not classified in any of the 
above mentioned AD. 
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It can be noticed that each subtype is used to deal with particular symptoms of 
adjustment disorders. 
Generally, symptoms begin within three months of the situation and rarely 
lasting for more than six months after the situation. In an adjustment disorder, the 
response to the stressor is greater than what is expected for the situation. And they 
may cause problems with the ability to function (Hope Counseling Services, 2016). 
1.3 Coping: Concept and Definitions 
Coping can be defined as an individual‟s way of perceiving and dealing with 
stressful events in life. It is often the attitude towards change that defines the emotions 
and experiences of it. Some people view change positively, and see it as an exciting 
chance to learn and grow while others see change negatively, as something to fear and 
to avoid, the most affirmative way to deal with such situations is coping (Park & 
Folkman, 1997). 
Coping is nothing but an individual‟s conscious efforts to tackle interpersonal 
and personal issues by either tolerating the conflict or tension or, by trying to master 
it. The effectiveness of these efforts depends on the particular individual, the situation 
and the type of conflict and/or stress. 
Coping is a process by which an individual tries to minimize the negative 
emotions that arise from the experience of negative events (Folkman, 1997). 
The concept of coping has been studied in various disciplines sociologists, e.g. 
refer to the ways in which a social order adjusts to a crisis, and biologists speak of the 
adjustment of a tissue system of the body the anxious events as in Seley‟s (1956, 
1976) "General Adaptation Syndrome". However, coping is primarily a psychological 
concept. In psychological usage, there are many definitions of coping, but all share a 
central theme, namely, the struggle with external and internal demands, conflicts, and 
distressing emotions. 
White (1974) identified three components of coping. First, coping requires that 
the person be able to gain and process new information. New information is needed to 
understand a difficult situation more fully or to establish a new position in the face of 
threat. Second, coping requires that the person be able to maintain control over his or 
her emotional state. This does not mean doing away with emotional responses. 
Rather, it suggests the importance of correctly interpreting emotions, expressing them 
when necessary, and limiting their expression when necessary. Third, coping requires 
that the person be able to move freely in his or her environment. 
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Coping refers to a person's active efforts to resolve stress and to create new 
ways of handling new situations at each life stage (Erikson, 1959). This idea 
emphasizes the importance of the personal resource and competencies that are use to 
deal with new challenges. Coping emphasizes mastery of the situation while defense 
emphasizes protection of the self. This is not to imply that coping occurs with no 
regard for the self. The coping process requires an effective person who actively 
engages each life challenge. 
Pinkerton, Trauer, Duncan, Hodson, & Batten (1985) have defined coping as the 
minimization of emotional distress. This places coping as the dependent variable and 
looses the notion of different coping cognitions/behaviors being enacted in an attempt 
to limit the effects of stress. 
Coping is the process of spending mental, mindful energy on managing life‟s 
problems. Mechanisms used to cope with stress attempt to overcome or diminish the 
amount of stress experienced (Keller, 1981). 
It is determined strategies that people use to manage stressful events. On the 
other hand, attributions or beliefs are cognitive constructs that serve as a lens for 
interpreting the meaning of events and making decisions about how to react to them 
(Lazarus & Folkman, 1984). 
Skinner and Zimmer-Gembeck (2007) defined coping as "conceptualizations 
that provide theoretical links to other developing subsystems, guiding investigation of 
how development of components underlying coping combine to shape emergence of 
new coping abilities at successive ages". 
According to Spriddle (2004) coping may be defined as “purposeful strategies 
that people use to manage stressful events. Attributions or beliefs, on the other hand, 
are cognitive constructs that serve as a lens for interpreting the meaning of events and 
making decisions about how to react to them”. 
Coping can be considered as a dynamic, continuous, progressive and life-
preserving process for adjusting to constant changes, in addition, its strategies 
empower an individual to maintain health and avoid mental disorders and its suitable 
application leads to correct assessment of states, to feel safety, to have access to 
support, to grow and to achieve identity (Haghighi, 2013). 
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Schaufeli (2015) advocated that coping refers only to the effort made and not to 
the quality of the result; that means that coping may be either effective or successful 
in preventing, avoiding, or adjusting individual distress or it may be ineffective or 
unsuccessful. 
In addition, coping is defined as “process of spending mental, conscious energy 
on dealing with problems in life which is refer to ongoing cognitive, behavioral, and 
emotional processes in response to the demands of a stressor” (Spuy, Klerk, Wenhold, 
& Vogel, 2015). 
Previous researchers consider coping is an important mental power to deal and 
manage the daily activities that is caused by stress and anxiety. 
1.3.1. Classificatory Approaches to Coping 
There are two approaches in defining coping: Traditional approach describes 
coping as style, it is based on the ego psychology model which tends to assess coping 
traits and styles or disposition rather than processes (Lazarus & Folkman, 1984). In 
addition, it tries to identify what the individual usually does when he/she is confronted 
with a stressful encounter. Process-oriented approach is directed towards what a 
person actually thinks and does within the context of a specific encounter, it also 
addresses the major weaknesses of trait measures of coping or the traditional approach 
to coping which was said to underestimate the complexity and variability of actual 
coping processes and was unable to distinguish between automatic responses and 
those that require effort (Abdullah, Elias, Uli, & Mahyuddin, 2010). 
Lazarus and Folkman (1984) the pioneers of coping research defined coping as 
the constantly changing cognitive and behavioral efforts to handle specific external 
and internal demands which are therefore appraised as taxing or exceeding the 
resources of the concerned person, precisely the one who is coping. Yet there are 
distinct parts of this definition which could be important to reflect upon in order to 
understand coping in an analytical manner.  
First and foremost the idea that coping efforts are ever evolving and dynamic 
itself suggests that it would be important for people to learn and develop understanding 
about a variety of possible coping strategies and addressing the need to learn how to 
assess a situation in order to determine which strategies might work efficiently in those 
situations. Secondly, the notion that the issues which facilitate the need for coping could 
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originate outside of the person, often from within the person; hence facilitating 
enhanced coping might include examining and analyzingthe appraisal process which 
involves the assessment of the demands of the situation on one hand while the teaching 
of coping strategies on the other. Finally, it can be concluded that coping is process of 
transactions between individuals and their environment. 
Lazarus and Folkman (1984) have treated social support under the rubric of 
coping as a resource available in the social environment or the immediate social habitat. 
They believed that individuals should try to cope up with the help of alternative coping 
strategies, if they are accessible. They also argued that social support is a transactional 
process. It changes as per the requirements of different stressful encounters. It is also a 
multidimensional construct that encompasses tangible, informational and emotional 
functions. Hence coping can be regarded as the mechanism that individuals adopt to 
manage, master, tolerate, reduce or minimize the external and internal environments 
which include the highly stressful situations‟ demands.  
There have been more than 400 different ways of coping, which have been 
identified and led to the formulation of numerous frameworks for categorization of 
coping strategies. These strategies are often organized believed to be dealing with the 
problem causing distress and in some instances deemed to be reducing the negative 
emotions attached with the problem itself (Skinner, Edge, Altman,& Sherwood, 
2003). The most influential strategies, that are, emotion-focused and problem-focused 
approaches are adaptive in nature. Likewise, whenever the nature of the stressful 
event effectively fits the coping strategies applied, people do experience lesser 
psychological symptoms than when there exists a lack of fit (Park, Folkman, & 
Bostrom, 2001). Thus, it becomes more of a risk factor which is essentially 
maladaptive, to apply problem-focused strategies when a situation is visibly 
unchangeable, or to depend upon emotion-focused strategies when a situation can be 
handled and changed accordingly. Therefore it could be inferred that effective coping 
makes use of an appropriate combination of strategies to deal with the situation.  
1.3.2. Ways of Coping  
There are different ways on how people cope with the shortcomings and 
challenges they face. According to some researchers, actions and thoughts that people 
used are categorized and identified. There are different ways on how people cope with 
stress and problems. They are as follows: 
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1.3.2.1 Seeking Social Support: This is a coping strategy related to emotion-focused 
coping. Social support can act as a buffer against the physiological and 
psychological impacts of stress, but it can also protect against potential stress on a 
daily basis without visible stressors. Social support can be defined as the experience 
of being part of a social network with access to mutual assistance and obligations. 
In addition, social support may receive from a partner, relatives, friends, 
coworkers, social and community ties, strangers, and even a devoted pet. Social 
support from others indicates that you “belong” and this is an important component 
factor in the face of stress. Social support from pets also seems to have a beneficial 
impact against stress. The perception or belief that emotional support is available 
appears to be a much stronger impact on mental health than the actual receipts of 
social support (Allen, 2002). 
Social contacts and social support are psychologically beneficial. Social support 
reduces psychological distress such as depression and anxiety during times of stress 
(Sarason, 1997). 
Social support may be classified as: 
 Emotional Support: Verbal or non-verbal communication of caring and 
concern. It could have listening, empathizing, and comforting. 
 Informational Support: Information to guide and advice to help a person to 
understand and cope better in a stressful situation. 
 Practical Support: Tangible assistance such as transportation, assistance with 
household tasks or financial assistance. (Tylor, 2010) 
1.3.2.2. Confrontive Coping: This is another way of coping wherein one confronts 
or faces the issue or the problem directly or head on. Confrontive coping also 
explain the aggressive effort of altering the situations or suggesting a certain 
degree of hostility and also a risk taking. It is a way of coping that sometimes 
includes anger. 
1.3.2.3. Positive Reappraisal: is a critical component of meaning-based coping that 
enables individuals to adapt successfully to stressful life events. Mindfulness, 
as a metacognitive form of awareness, involves the process of decentering, a 
shifting of cognitive sets that allows alternate appraisals of life events. 
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In addition, positive reappraisal is an emotion-focused coping strategy which 
involves trying to create a positive meaning from a problematic situation in terms of 
personal growth, sometimes with a religious tone. 
1.3.2.4. Escape-Avoidance: In psychology, avoidance coping, escape coping, or cope 
and avoid is a maladaptive coping mechanism (Moshe, 1995) characterized by 
the effort to avoid dealing with a stressor (Friedman, 1996). Coping refers to 
behaviors that try to protect oneself from psychological damage. Alternatives 
to avoidance coping include modifying or eliminating the conditions that raise 
to the problem and changing the perception of an experience in a way that 
neutralizes the problem (Pearlin, 1978).Escape avoidance explain wishful 
thinking and behavioral efforts to escape or avoid the problem.  
1.3.2.5. Distancing: Distancing refers to the coping strategy where one is trying to 
make light of the situation, by just carrying on with the work as if nothing 
had happened. Its different from confrontation strategies, the distancing 
strategy similar to defensive strategies in which the individual avoids the 
threat in an effort to change the situation. Refusing the fact of their illness to 
themselves and not considering what is said by other people is a strategy used 
by patients aimed at ignoring the disease. 
1.3.2.6. Planful Problem Solving: Problem focused coping strategy involves and 
attempts to analyze the situation in order to provide solutions before taking 
direct action to correct the problem. Planful problem solving is a significant 
method of a solution in the most logical way. This is a coping technique 
where the person encountering steers defines out a definite plan of action and 
follows it promptly. Planful problem solving refers to cognitive appraisal 
which involves objective assessment and logical thinking. 
1.3.2.7. Self-Controlling: Self-control regards the person's efforts in trying to control 
emotions when facing stressful stimuli. People try to control their emotions, 
keeping their feelings to themselves. When an individual experiences severe 
stress in a problematic situation, but keeps everything close to their heart, 
without expressing it he/she is coping through self control. This solution to 
the problem is evolved unilaterally when the person under stress is solely 
responsible for the cause of stress. Having self-control also means not doing 
anything quickly or following the first impulse. For example, as suggestions 
about treatment from someone are received, 
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1.3.2.8. Accepting Responsibility: Acknowledges one's own role in the problem with 
a concomitant theme of trying to put things right. As the accepting 
responsibility strategy is used, people accept reality and commit to the 
process of coping with a stressing situation. People often feel responsible for 
triggering stressful situations and therefore experiencing feelings of self-
criticism and self-hate. However, these feelings can be motivating, 
stimulating them to cope with their problems in different way, keeping the 
disease under control and showcasing autonomy (Folkman & Lazarus, 1988). 
1.3.3 Models of Coping  
There are various models which correspond better to the coping strategies based 
upon their dimensions and the directions they operate in, most prominent among them 
are the macro-analytic model based upon the trait and state dyad, while the 
psychodynamic model implies the psychodynamic theory of Freud and it operates 
likewise. These models are being discussed briefly here, in order to develop a greater 
understanding of coping mechanisms. 
Freud’s Model  
The Psychodynamic model given by Freud (1926) impresses upon his classic 
defense mechanisms concept, which is an illustrious example of a state-oriented, 
macro-analytic approach. In spite of his formulation of multitudes of defense 
mechanisms, finally he subscribed these mechanisms to two basic forms, namely: 
a) Repression 
b) Intellectualization  
The trait-oriented activities of these defenses are the dimensions of personality, 
repression and sensitization respectively (Byrne, 1964; Erikson, 1966). The differentiation 
between two basic functions of coping, which are emotion-focused and problem- focused, 
was proposed by Lazarus and Folkman, this also represents another macro-analytic state 
approach. In the actual research strategy, Lazarus group extended this macro-analytic 
approach to a micro-analytic strategy (Lazarus & Folkman, 1984). 
Lazarus’s Model  
The Lazarus model represents coping theories which could be classified 
according to two independent parameters on the basis of their competencies in 
stressful situations (Krohne, 1996).  
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These parameters could be understood broadly as:  
a) Trait oriented versus State oriented 
b) Micro-analytic versus Macro-analytic 
Like many other research strategies, Trait oriented and state oriented strategies 
also address and cater different issues. Trait-oriented strategy mainly focuses on early 
detection of people whose coping tendencies and resources are insufficient to cater to 
the requirements of a particular stressful situation. An early diagnosis of these 
individuals would offer the opportunity for establishing an otherwise successful primary 
prevention program, which could be of great help. Research that is seemingly state 
oriented and impresses upon actual coping, possesses a more general objective. Trait-
oriented research examines the correlation of coping strategies to efforts of a person and 
various outcomes like objectively registered self-reported emotional reactions, coping 
efficiency and adaptive outcomes like test performance and health status. 
1.3.4 Theories of Coping 
1.3.4.1 Macroanalytic, Trait-Oriented Theories 
Trait-oriented strategy paves the way for rectification and thus intends to lay the 
foundation for a general modification program for the improvement of coping 
efficacy. Inferentially, micro-analytic approach focuses on a large number of specific 
coping strategies, while macro-analytic approach operates at a higher level of 
abstraction and analyzes the fundamental constructs. 
Coping researches wherein individuals have engaged themselves substantially 
and make significant efforts to cope with stressful situations have grown substantially 
over the past three decades (Lazarus, 1991; Zeidner & Endler, 1996). Many of the 
trait-oriented approaches in this area have established two constructs emphasizing the 
understanding of cognitive responses to stress and vigilance, which implies that the 
orientation toward stressful aspects of a situation and the reflexive cognitive 
avoidance tends to avert the attention from stress-related information (Janis, 1983; 
Krohne, 1978, 1993; Roth & Cohen, 1986). Various approaches which have 
corresponded well to these assumptions are basically dichotomous in nature; 
repression-sensitization (Byrne, 1964), monitoring-blunting (Miller, 1980; 1987) and 
attention-rejection (Mullen & Suls, 1982).  
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In accordance to the relationship between these dichotomous constructs, Byrne's 
approach has specified an all inclusively dimensional, bipolar structure, while Miller 
as well as Mullen and Suls have left this question open. Krohne has clearly put 
forward an autonomous functioning of the cognitive avoidance and dimensions of 
vigilance respectively.  
Repression-Sensitization Theory 
The repression-sensitization theory (Byrne, 1964; Erikson, 1966) relates 
different forms of dispositional coping to one bipolar dimension leading to successful 
coping in a given situation characterized by stressful encounters. In such a scenario, 
when a person encounters a stressful situation, he / she minimizes are denies the very 
existence of stress. This happens mainly because the individual is situated at one of 
the poles of these repressors or dimensions. In this situation, the individual fails to 
convey his / her feelings of distress. On the other hand they avoid thinking about these 
encounters‟ negative consequences Whereas, those persons who are at the opposite 
pole or the sensitizers tend to respond to stress-related signs through enhanced 
rumination, information search, and worrying obsessively. The classical construct of 
repression-sensitization is theoretically formulated in the behavioral research on 
perceptual defense (Bruner & Postman, 1947). It is an approach which combines 
psychodynamic ideas with the focused functionalistic behavior analysis of Brunswik 
(1947).  
Monitoring and Blunting Theory 
The theory of monitoring and blunting (Miller, 1980; 1987) has originated from 
the same basic assumptions as formulated by Erikson (1966), for the repression-
sensitization construct. Both the constructs where conceived as cognitive 
informational styles by Miller. He proposed that people who face stressful situations 
tend to react with arousal which is proportionate to the attention directed by them to 
the stressor. 
On the contrary, the level of arousal can be reduced if the individual successfully 
reduces the aversive cues‟ impact by using avoidant cognitive strategies like 
reinterpretation, denial or distraction. These coping strategies, also known as blunting, 
will be adaptive only in those cases where aversive events are uncontrollable. 
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Often instances of uncontrollable events include impending surgery or an 
aversive medical examination (Miller & Mangan, 1983). If the control is exercised in 
time, strategies are called monitoring. Monitoring therefore, refers to seeking the 
stressor‟s information. It is considered more adaptive form of coping. In the starting 
these strategies have increased stress reaction. However, in due course of time, 
control is gained over stressor by the individual. For example, academic exam 
preparation is a controllable stressor.  
A relation between employing blunting or monitoring strategies and degree of 
controllability of the stressor can be controlled by personal and situational influences. 
Sometimes the noxious stimulations are very intense due to the situation. In this case 
blunting strategies like an attention diversion are not very effective in reducing 
arousal related to stress. While using monitoring or blunting coping strategies to 
encounter a stressor, individual personality differences are relatively stable. 
Model of Coping Modes (MCM) Theory 
Similar to Miller's monitoring-blunting conception, the model of coping modes 
(MCM) deals with individual differences in attention orientation and emotional- 
behavioral regulation under stressful conditions (Krohne, 1993). It extends the 
monitoring blunting conception which is largely descriptive. It also extends the 
repression sensitization approach. Both the approaches relate the cognitive avoidance 
and dimensions vigilance to the basis which is explicative cognitive-motivational. The 
assumption in this theory is that anxiety evoking, stressful situations have two central 
features: A high level of ambiguity and Aversive stimulation‟s presence. These 
situational features have two major experiential counterparts: (1) Uncertainty and (2) 
emotional arousal. In return, arousal should be able to inhibit or avoid the further 
process of the cues that are related to aversive encounter. However vigilant tendencies 
are activated by uncertainty.  
Both the above mentioned coping processes are linked conceptually to 
personality. The hypothesis here is that habitual preference of vigilant or avoidant 
coping strategies shows the individual differences in uncertainty or emotional arousal. 
1.3.4.2 Macroanalytic, State-Oriented Theories 
 Freud‟s defense mechanisms constructs consist of the rare state-oriented, 
macroanalytic theories of coping. In 1936, Freud impressed by two basic forms, 
repression and intellectualization. Hence, a group of defense mechanism was formed 
to evolve these forms.  
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1.3.5 Coping Strategies 
According to Marsella and Gratch (2003), there are six strategies of coping. 
They are: 
1.3.5.1  Planning: Planning to cope or planful coping means to taking actions whose 
effect result in desired state by directly or indirectly blocking the threats. An 
individual is motivated to plan future based on the results, both desired and 
undesired, of those planned action.  
1.3.5.2  Positive Reinterpretation: This strategy represents the individual‟s positive 
attitude towards any outcome, be it positive or negative. In this strategy the person 
finds positive meaning in a situation which is otherwise considered a negative 
event. In such a scenario, there are high chances for forming new intentions.  
1.3.5.3  Acceptance: When an individual recognizes that negative appraisal is 
unavoidable, it is known as acceptance. This strategy stops the planner from 
achieving a desired state. This would, in return, motivate the planner to quit 
trying for desired state and give up easily. 
1.3.5.4  Denial/Wishful Thinking: Denial or wishful thinking is a strategy where an 
individual does not wish to accept the fact that a particular action might have a 
negative impact. In such cases, the individual perceives possible negative 
outcomes or threats less likely, ultimately impacting the planning and execution.  
1.3.5.5  Mental Disengagement: This strategy is used by an individual who does not 
want to think much about the outcome of the planning. This strategy is 
different from acceptance because the individual is mentally disengaged from 
thinking about the outcome, be it positive or negative.  
1.3.5.6 Shift Blame/Accept Blame: This strategy shifting blame includes finding an 
action that has an unwanted effect and a potentially uncertain causal 
attribution. However, individuals use many coping strategies that include 
manipulating blame, especially other-blame and self-blame.  
There are two categories of coping strategies: Active Coping, it is “active efforts to 
manage or control aspects of the stressful event such as problem-solving, cognitive 
restructuring, and seeking social support”. Avoidance Coping, which is “efforts to avoid 
the stressful situation or thinking about the stressful event” (Snow, Swan, Raghavan, 
Connell, & Klein, 2003). 
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1.4 Anxiety: Concept and Definitions 
Anxiety is considered as “shockingly common” based on some reasons; first, it 
may have weakening results, causing obvious suffering and interfering with critical 
social and academic learning during the developmental years. Second, anxiety 
problems temporally and perhaps causally go before the occurrence of depressive 
disorders and may presage a more malignant course of depression when the two 
synchronize. Third, contrary, early anxiety and high autonomic arousal may play a 
protecting role face-to-face externalizing disorders, reducing the threat of future 
antisocial behavior (Henker, Whalen, Jamner, & Delfino, 2002). 
When individuals are experiencing anxiety, their thoughts are effectively 
measuring the situation. Sometimes, automatically and outside of conscious 
consideration, and increasing expectations of how well they will cope based on past 
experiences. In addition, most anxiety is a usual reaction to a stressful situation, when 
the anxiety level is too high; a person may not come up with an active way of 
handling the stressful or threatening situation (Fitzgerald, 2015). 
There are many definitions and explanations of anxiety. “Anxiety is a daily 
emotional reaction and responses that associated with everyday activities and events, 
as well as, it is irregular feelings of fear and worry of possible risk or stressful 
events”. 
According to Nijhawan (1972), anxiety is one of the most pervasive 
psychological phenomena of the modern era, refers to a "persistent distressing 
psychological state arising from an inner conflict". Similarly, May (1950) defined 
anxiety as "the apprehension cued off by a threat to some value which the individual 
holds essential to his existence as personality”. 
According to Rector, Bourdeau, Kitchen, & Massiah (2005) anxiety affects 
individuals in three ways; Cognitive: the way they think, Physical: the way that their 
body works (shortness of breath and muscle tension and so on), Behavioral: the way 
they act. 
Anxiety is “a reaction to an unknown danger and it is undecided intense 
apprehension that is usually reflected in a characteristic combination of visceral-motor 
disturbances and skeletal tensions” (Rubin, Slovin, & Krochak, 1988). 
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Anxiety is a normal, emotional, reasonable and expected response to real or 
potential danger, also, it is the environment we are living in is physically, mentally, 
emotionally, socially and morally dynamic and challenging; we possess effective 
mechanisms to meet every day stress (Shri, 2010). 
1.4.1 Anxiety Disorders 
Anxiety disorders are designated by distorted beliefs about the dangerousness of 
certain situations and/or internal motivations (Clark, 1999). 
Anxiety disorders cause severe distress over a period of time and disrupt the 
lives of individuals suffering from them (American Psychological Association, 2004). 
Anxiety disorders are characterized by extreme fear and subsequent avoidance, 
usually in response to a definite object or situation and in the absence of real danger 
(Olatunji, Cisler, & Deacon, 2010). Generally, the researcher noticed that there is a 
difference between anxiety and anxiety disorders; whereas anxiety is a normal 
responses and reactions for dealing with our daily activities, but when these responses 
become uncontrolled, this is a sign of an anxiety disorders. 
1.4.2 Causes of Anxiety Disorders 
Anxiety is not just always the outcome of present or past stress, and not 
necessarily always occurs as a mental or emotional problem. Anxiety is usually the 
result of a combination of increased internal and external stressors and their over the 
time activation. These stressors often bring about a person to some overwhelming 
experience, during such experiences, a person‟s normal coping abilities and result in 
significant decrease in the ability to cope normally for some or the other reason. 
These include personality traits, low self-esteem, negative emotions, adverse life 
experiences, cognitive dissonance, perception of situational factors, inter and/or intra-
personal conflicts, developmental crises.  
Anxiety disorders are among the most common mental disorders which are 
frequently diagnosed in clinical practice (Kirkwood & Melton, 2002). They represent 
a heterogeneous group of mental disorders which have no clear or unifying etiology. 
There have been many psychodynamic, psychoanalytic, behavioral, cognitive, genetic 
and biological theories which were proposed by eminent theorists in order to explain 
the etiology and pathophysiology of anxiety disorders (Cates, Wells, & Thatcher, 
1996). These are believed to be the BioPsychoSocial factors which contribute to 
anxiety disorders (Pies, 1994; White, 2005; Wong, 2006).  
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On basis of their anticipated and investigated root causes, the factors which 
cause anxiety are classified as under: 
(I) Biological Factors 
Heredity 
Hereditary Factors and the family history of psychological ailments have been 
investigated upon and it has been deduced that they play a crucial role in progression 
of anxiety across generations 
Neurotransmitter Imbalance 
Neurotransmitter balance in normal individuals is measured amongst the 
excitatory neurotransmitters and inhibitory neurotransmitters. Neurotransmitter 
imbalance Brain imaging and functional studies have significantly shown that several 
neurotransmitters are found to be linked to the neurobiology of anxiety (Cates et al., 
1996; Sandford et al., 2000; Millan, 2003; Augustin, 2005). Thus it may be inferred 
that neurotransmitters are involved in occurrence of anxiety disorders.  
Illness 
Prolonged illness and the course of treatment fills an individual with bitterness 
and paves way for the disintegration of an ideal behavior and hence contribute to 
activation of anxiety. Although these disorders are different, yet they can cause such 
distress that it interferes with your competencies to lead a normal routine life. Such 
types of disorder considered a serious mental illness having its roots in some other 
illness, already faced by a person. 
(II) Psychological Factors 
Following are the psychological factors that cause anxiety: 
a) Psychodynamic Factors: They are impulses, instincts and metal processes 
competing and causing distress. 
b) Behavioral Factors: Sometimes people tend face anxiety based on their past 
experiences related to a similar situation.  
c) Spiritual Factors: At times distress is caused when an individual feels profound, 
deep, unquenchable nothingness and emptiness in his / her life. Many people face 
serious concerns about their mortality and in some extreme cases, this distress to 
even lead to death (Sarason & Sarason, 2000; Brannon & Feist, 2004).  
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(III) Social Factors:  
Social factors include specific life experiences like death of a loved one in the 
family, marital despair leading to divorce, job loss, financial loss, extreme accidents 
and major illnesses. This affects a person‟s attitude influentially and affects his/her 
responses to life situations. It also involves long term exposure to substance abuse, 
witnessing violent behavior; exposure to terror acts and poverty, such factors might 
significantly affect an individual‟s susceptibility to anxiety disorders and even hamper 
coping competencies among them (Eysenck, 2004). 
Some of the major social factors leading to anxiety are discussed under: 
Lack of Social Support  
Man is habitual of a social and civilized life, when presented before difficult 
situations he expects support from the peer group, in absence of which anxiety takes over. 
Work Stress  
Low job satisfaction and poor working condition affects the person‟s interest in 
work, which overburdens him tantamounting to work stress. 
Lack of Social Skills 
When an individual fails at social occasions and experiences the inability to 
express, he/she gets anxious and finds him/her trapped in a vicious circle. 
Changing Values 
The lack of adjustment skills often result into maladaptation of new 
surroundings and environment often presented before a person in event of migration 
and transfer. Thus the person faces challenging situations and is forced upon by new 
environment, which ultimately causing anxiety. 
Conflict of Societal Norms  
Rural-Urban migrations might cause a contrast in the coping strategies of an 
individual thus leading to a stressful situation in wake of keeping up with the societal 
norms; this eventually corresponds to the psychodynamic principles of Freud. 
Terrorism  
Witnessing the acts of violence and terror often makes people vulnerable and 
hence it becomes a social threat resulting in insecurity. 
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Natural Calamities  
People who inhabit geographically turbulent areas are generally prone to 
temporal anxiety inflicted by natural calamities all the time, hence in event of a 
calamity they find it easier to sustain the same while the people who aren‟t ready to 
face such situation may find it difficult to cope. 
(IV) Genetic Factors 
Researches in family studies have largely demonstrated that anxiety runs across 
families, this notion strengthens the role of genetic factors in the onset of that 
disorder, amounting to anxiety disorder (Biederman et al, 1991; Last et al, 1991; 
Turner et al, 1987; Weissman et al, 1984).  
While panic disorder being recorded to be highly family linked, with an up to 
three to fivefold increased occurrence of the disorder in first-degree relatives of the 
patients with panic disorder (Horwath et al., 1995).Among the relatives of patients of 
panic disorder and suffocation anxiety, an even higher familiarity has been observed 
(Horwath et al., 1997). Some anxiety disorders have a very prominent genetic link, for 
example Obsessive Compulsive Disorder (OCD), which is currently being studied by 
scientists to help discover new treatment procedures to target specific parts of the 
brain. While there are some other anxiety disorders which could also be caused by 
medical illnesses or those who have had a history of medical illnesses are more prone 
to anxiety disorders.  
Other anxiety disorders can be caused by brain injury. Furthermore, the 
familiarity of this disorder seems to depend upon the age of actual onset in the index 
patient with an inclusive onset before the patient attains the age of 20 years, 
predicting an ample 17-fold increased risk of panic disorder among the first-degree 
relatives (Goldstein et al., 1997). Accordingly for generalized anxiety disorder and 
other specific phobias, there has been a significant familial aggregation reported in the 
genetic context (Hettema et al., 2001; Marks & Herst, 1970). 
1.4.3 Types of Anxiety Disorders 
Anxiety disorder is a serious mental illness. For people with anxiety disorders, 
worry and fear are constant and overwhelming, and can be crippling. There are 
several types of anxiety disorders which are briefly explained here. 
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1. Generalized Anxiety Disorder: This disorder involves persistent and excessive 
worry, often about daily activities like work, family or health, with associated 
physical symptoms. This worry lasts for at least six months; that makes it difficult to 
control and lead to problems in concentration, restlessness and difficulty sleeping. 
2.Phobias: Phobias are a disabling fear that not really dangerous; this fear may lead to 
avoid some objects or circumstances that cause feeling of dread. Common (specific) 
phobias include fear of particular things such as: flying, some animals; spiders, pets 
and other animals, heights or small or enclosed spaces, fear of blood and injury. 
3. Panic Disorder: Panic disorder or panic attack occurs repeatedly without warning. 
A person suddenly gets overwhelmed with fear and displays symptoms like fear of 
dying, feeling disconnected, upset stomach, heart palpitations, and chest pain.  
4. Obsessive Compulsive Disorder (OCD): People with OCD perform compulsions 
several times each day in order to temporarily release their anxiety that something bad 
might happen to themselves or to someone they love. 
5. Social Anxiety Disorder: This type is common in people that fear of social 
situations that may lead to some problems in personal relations and at work. People 
with SAD have severe anxiety about being criticized or negatively evaluated by others 
for “saying something stupid”. However, this leads them to avoid social events and 
being afraid of doing something that embarrasses them. 
Patients of social anxiety disorder have a feeling of extreme and unreasonable 
fear of being scrutinized by others or doing something embarrassing in front of 
strangers is the hallmark of social anxiety disorder. Patients with this disorder may go 
to excessive distances to avoid a situation that requires them to interact or perform in 
a social situation, or they may endure such situations with anxiety and depression 
(Muzina & El-Sayegh, 2001). 
6. Post-Traumatic Stress Disorder (PTSD): It is caused by exposure to traumatic or 
frightening event. Severe symptoms include flashbacks, nightmares, being easily 
scared or startled, feeling irritable / angry / numb. 
1.5 Generalized Anxiety Disorder (GAD): Concept and Definitions 
Generalized Anxiety Disorder is a type of anxiety disorders, and it is called 
“Basic” anxiety disorder, which is a component of other anxiety disorders (Brown, 
O‟Leary, Barlow, & Barlow, 2001). 
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However, GAD is not simply worries about exact concerns that pass in a matter 
of days or weeks. Also if an individual has major worries that are justified by 
particularly challenging circumstances; so the individual does not have GAD 
(Hazelden Foundation, 2008). 
Generalized anxiety disorder considered as a condition of ongoing anxiety and 
worry about many happenings or feelings that the patient generally identifies as 
extreme and unsuitable (Rao, Srikumar, & Rao, 2011). 
Generalized anxiety disorder was first defined in 1980, as an independent 
disorder in the DSM – III (APA, 1980). It refers to a persistent anxiety and an 
unspecified number of ancillary symptoms, like apprehensive expectations and motor 
tension which had to be present for minimum one month. 
Worry can be understood as cognitive anticipation of threat, and also having a 
mild anxiety. Its effects are of more during it is very hard to control. At least three 
symptoms can be seen from the following six, in a patient: i) Restlessness or tension, 
ii) Being easily fatigued, iii) Difficulty in concentrating, iv) Irritation, v) Muscle 
tension, vi) Sleep disturbance (WHO, 1992). 
Generalized anxiety disorder is a common chronic disorder that affects twice as 
many women as men and can lead to considerable impairment. As the name implies, 
generalized anxiety disorder is characterized by long-lasting anxiety that is not 
focused on any particular object or situation. 
In other words, it is unspecific or free-floating. People with the disorder feel 
afraid of something but are unable to articulate the specific fear. They fret constantly 
and have a hard time controlling their worries, because of persistent muscle tension 
and autonomic fear reactions. They may develop headaches, heart palpitations, 
dizziness and insomnia. These physical complaints, combined with the intense, long-
term anxiety. Make it difficult to cope with normal daily activities (Wells, 1995). 
GAD is a highly predominant disorder, in which there is an excessive worry or 
anxiety about day to day events, internal or external, occurs in past, present and 
future, can be seen in a patient (APA, 2000). 
According to Heiden, Methorst, Muris, & Molen (2011), Generalized Anxiety 
Disorder is “a prevalent and disabling disorder characterized by persistent worrying, 
anxiety symptoms, and tension”. 
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Generalized anxiety disorder is “excessive worry and tension about everyday 
events, and it may be characterized by; increased motor tension, autonomic 
hyperactivity and increased vigilance and scanning, but panic attacks are excluded” 
(Gale & Millichamp, 2011). 
1.5.1 Theories of Generalized Anxiety Disorder  
1. Experiential Theory: The first among the theories explaining occurrence of GAD 
is the experiential theory, which maintains that, people might learn their fear from 
the memory an initial experience like an embarrassing situation, physical assault 
or sexual abuse, or in some cases the witnessing of some violent act. Experiences 
of similar nature consequently serve to reinforce the fear.  
2. Cognitive Theory: The Cognitive theory proposes a deep linkage between 
cognitive processes and action oriented thinking, in which people tend to believe 
in negativity or possess insights to predict that the consequences of some specific 
situation would certainly be embarrassing, damage causing and negativity 
instilling. This could occur if the parents are over-protective and are in habit of 
warning their wards continually against potential problems.  
3. Meta-cognitive Theory: Wells (2009) developed the meta-cognitive model of 
generalized anxiety disorder (GAD).This model focuses on the role of meta-
cognitive beliefs (i.e., thoughts about thinking) in the development and maintenance 
of emotional disorders and suggests that positive beliefs about the benefits of worry 
(e.g., „„Worrying helps me cope‟‟) and negative beliefs about the danger and 
uncontrollability of worry (e.g., „„my worrying is bad for me‟‟) are associated with 
pathological worry. This model has led to the development of new treatments for 
pathological worry, with research suggesting that modifying beliefs about worry 
enhances treatment outcome in anxiety disordered adults (Wells & King 2006). 
Worry and Generalized Anxiety Disorder: Worry has been described as „„a chain 
of thoughts and images, negatively affect-laden and relatively uncontrollable‟‟ 
(Borkovec, Robinson, Pruzinsky, & DePree, 1983, p. 10). Similarly, Vasey and 
Daleiden (1994, p. 186) describe worry as „„primarily an anticipatory cognitive 
process involving repetitive, primarily verbal thoughts related to possible threatening 
outcomes and their potential consequences.‟‟ Worry is also a feature of other anxiety 
disorders, including separation anxiety disorder and social phobia (Perrin & Last 
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1997). For example, a child with separation anxiety disorder may worry about losing 
or separating from his or her parent, and so may have difficulties attending school or 
sleeping on his or her own . Clinical worry is also associated with risk of comorbidity 
with other anxiety disorders and depression. 
The Role of Metacognition in Worry 
Wells (2004) defined metacognition as „„the cognitive processes, strategies, 
and knowledge that are involved in the regulation and appraisal of thinking itself‟‟ (p. 
167). Vasey (1993, p. 23) suggests that metacognition „„involves introspective 
knowledge about (1) one‟s cognitive states and abilities and their operation, and (2) 
strategies and procedures for effective problem solving‟‟, and is „„the nonconscious 
operations of a central executive that organizes and guides cognitive activity such as 
problem solving‟‟. The main focus of the model has been on the metacognitive factors 
associated with pathological worry in adults with GAD. Wells hypothesized that 
worry is maintained by metacognitive beliefs concerning the benefits and dangers of 
worrying. Initially, it is triggered as a coping response by an intrusive thought (e.g., 
„„What if I get cancer?‟‟) and is primarily focused on a range of issues including 
physical health, social, or financial concerns. This is known as Type 1 worrying. 
Positive metacognitive beliefs are linked to the usefulness of worry as a coping 
strategy, and these beliefs include „„Worrying helps me cope‟‟ or „„If I worry I‟ll be 
prepared‟‟. Wells suggests that positive beliefs about worry are normal and should be 
observed in clinical and non-clinical populations. 
Individuals with GAD are differentiated by the activation of negative beliefs 
about worry, specifically the uncontrollability (e.g., „„my worrying thoughts persist, 
no matter how I try to stop them‟‟) and the danger (e.g., „„Worrying will make me go 
crazy‟‟) of worry. The activation of these beliefs contributes to negative appraisals of 
worry, including worrying about worry, which is known as Type 2 worry or meta-
worry. Negative emotions associated with meta-worry, such as increased anxiety; 
make it increasingly difficult for the individual to recognize that it is safe to stop 
worrying.  
Wells (2009) posits that type 2 worry contributes to two feedback cycles that 
maintain the worry process. First, behaviors such as reassurance seeking or avoidance 
of cues that trigger worry maintain negative beliefs about the danger and 
uncontrollability of worry. This is because the individual relies on external information 
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to control their thoughts, they miss out on opportunities to learn that worrying is 
controllable and harmless, and they are prevented from learning more adaptive coping 
strategies. The second feedback cycle relates to thought control strategies, such as 
suppression of thoughts that trigger worry. Thought-control strategies are hypothesized 
to actually increase the number of thought intrusions and reinforce the belief that worry 
is uncontrollable. There is also a failure to interrupt the worry process. 
4. Biological Theory: The Biological theory focuses on the assumptions based on 
physiological and anatomical factors laying the foundation of a biological basis of 
this pathological situation. Research has suggested that the amygdala, which 
happens to be a complex structure deep within the human brain, significantly 
serves as a unique communication hub which signals the presence of a threat and 
ultimately results in the triggering of a fear response causing anxiety. The children 
of adults with anxiety disorders are at much greater risk of an anxiety disorder 
than is the general population (Dick, Bland, & Newman, 1994), which may imply 
a genetic factor, an effect of parenting practices, or both.  
Recent researches have established that in several parts of the human brain, the 
micro neurological components are seemingly involved in fear and anxiety. It is 
believed that by learning more about the fears and anxiety in the brain, the science 
community could be able to evolve a better understanding of the disorders and thus 
leading to development of better treatment strategies. Researchers are also striving to 
thwart for the ways in which stress and environmental factors may play a role and 
affect human behavior. Although GAD progresses gradually, it often develops during 
the time between childhood and late adulthood. Its symptoms might get better or 
worse at different times, and often are worse during times of stress. 
Since worry is also a prominent feature of anxiety disorders, which significantly 
includes separation anxiety disorder and social phobia, it becomes quite interesting to 
investigate and understand the linkage between worry and anxiety, so as to identify 
the thin line of differentiation (Perrin & Last 1997; Weems, Silverman, & La Greca, 
2000). Research has suggested that there are relatively strong links between worry 
and anxiety, and this eventually results in development of GAD. Weems et al., (2000) 
discovered that the number, intensity, and frequency of worry were significantly 
related to the self-reported anxiety levels in the sample he drew for this study 
comprising of clinical youth aged from 6 to 16. 
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Due to the multiplicity of its onset among people across the globe, the scientists 
have recently began to evaluate effective psychological treatments for GAD, and it 
was only in the recent past that there had been significant evidence obtained regarding 
the prognosis of this disorder. This is not a simple task, since GAD, although 
influentially characterized by marked and measured fluctuations, is chronic in nature. 
Some scientists have even considered that GAD might be better conceptualized 
understood as a personality disorder, as many individuals with this disorder cannot 
report a definitive age of its onset; rather, they would note that it has been with them 
all along their lifespan (American Psychiatric Association, 2013). Pharmaceutical 
drug treatments, although often tested efficiently, have not yielded in any robust 
observations or surprising results. For the same reason, there has been a steady growth 
towards the further research and study of new treatment protocols which could lead to 
better understanding of this complicated disorder. 
1.5.2 Symptoms of Generalized Anxiety Disorder 
There are three main symptoms of GAD: 
1. Emotional Symptoms: Emotional symptoms include non-stop worrying and 
uncontrollable anxiety. The individual is not able to stop thinking about those 
thoughts that cause anxiety. The individual also loses the ability to tolerate 
uncertainty and desperately wants to know the future.  
2. Physical Symptoms: These symptoms are physiological changes that include 
biological effects on the body that resulted from anxiety. Generally, these symptoms 
reflect elevated sympathetic autonomic nervous system activity (blood pressure, 
muscle tension and so on) (Reuschel, 2011). 
3. Behavioral Symptoms: The behavioral symptoms influencing the act of the 
patients; they have no ability to relax, or enjoy quiet time (e.g. being easily fatigued) 
(Barlow, Rapee, & Brown, 1992). 
These three types of symptoms include the following symptoms: difficulty 
concentrating, difficulty sleeping, irritability, fatigue/exhaustion, muscle tension 
repeated stomachaches or diarrhea, sweating palms, shaking, rapid heartbeat and 
neurological symptoms such as complaints of numbness/tingling of different parts of 
the body (Carey, 2015). 
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1.5.3 Causes of Generalized Anxiety Disorder 
Brown, O‟Leary, Barlow, & Barlow (2001) have discussed GAD at length in their 
classic work but have maintained the earlier view that exact cause of GAD is not fully 
known, but a number of factors which include temperamental factors along with genetics, 
brain chemistry, and environmental factors, apparently arguing the aforementioned 
factors to be the origins of the stemming of the disorder symptoms, contributing to cause 
GAD. Some of the prominent factors leading to the development of GAD are as under: 
1. Temperamental Factors: These factors include behavioral inhibition, negative 
affectivity or the neuroticism and harm avoidance, which have been long 
associated with GAD. 
2. Genetic Factors: The genetic factors account for about a one third of the variance 
of GAD occurrence, these too have been long associated with the differential 
diagnosis of GAD, and the disorder is thus attributed to genes. This apparently 
means that the tendency to develop GAD might be passed on in immediate 
families and future generations. 
3. Neurochemical Factors: Since long the occurrence of GAD has been linked to 
the disrupted and deferred functional connectivity of amygdala, which leads to 
chemical imbalance and impairment of neural communication within the brain, 
resulting into fear and anxiety. The nerve cell connections significantly depend 
upon neurotransmitters and thus contribute largely to the complex neurological 
and chemical activities. Medications, psychotherapies and other similar treatments 
which are believed to be weaking these neurotransmitters eventually contribute to 
the improvisation of the symptoms of anxiety or depression. 
4. Environmental Factors: In many of the reported cases, influences of the 
childhood adversities and parental attention including overprotecting behavior 
have been associated with GAD. None of the specific environmental factors are 
believed to be specifically causing GAD. Although substance abuse and 
withdrawal from addictive substances like alcohol, caffeine, and nicotine, could 
result in the worsening of anxiety. 
1.6 Depression: Concept and Definitions 
Depression presents with depressed mood, loss of concern or desire, feelings of 
blame or low self-respect, disturbed sleep or appetite, low energy, and poor attention, 
guilty, short-tempered, or restless. Depressed individuals may lose interest in 
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activities that once were delightful: experience loss of appetite or overeating, have 
focused problems; remembering details, or making decisions, these problems can turn 
out to be long-lasting or recurrent and lead to extensive impairments in an individual's 
ability to take care of his or her everyday responsibilities (Marcus, Yasamy, Van 
Ommeren, Chisholm, & Saxena, 2012). 
Depression is a psychological disorder that considered as one of the principal 
causes of disability, in addition to causing both emotional and physical distress. 
However, depressive case can happen in response to an acute stressor, multiple 
stressors, or no obvious cause, producing a short-lived disturbance in mood, 
cognitions and behavior (Trott, 2012). 
However, the effects of depression can differ with age; where in young ones 
showing more behavioral symptoms, while in older ones are more somatic symptoms 
and some objections of Jolliness mood (Serby, 2003). 
Depression is considered as one of the most common psychological illnesses 
that influencing negatively on individuals and resulting in loss of productivity, 
decrease in daily and professional functionality, financial difficulties, damage to 
interpersonal relationships or marriages, and even death (Albal & Kutlu, 2010). 
Depression is a “mental health problem that is deeper than sadness; it is hurting and 
can be weakening”. It is more than just feeling depressed. It is an important mood disorder. 
Depression is often referred to as the “common cold of mental illness” (Palumbo, 2010). 
Depression is a “brain disorder that can affect people in worldwide and of all 
ages, and it is a serious medical condition that affects the body, mind and behavior; 
affects the way of eating and sleeping, the way of feeling, the way of thinking about 
things and also affect physical health” (World Federation for Mental Health, 2010). 
This collapse is therefore related to depressive characteristics, such as low self-
esteem and feeling of failure (Gabbard, 1992). 
Depression is not only related to substantial emotional distress and 
psychological weakness, but also associated with impaired interpersonal, marital, and 
occupational functioning. In addition, the most certain aspect of depression is its 
recurrent nature. Although most individuals completely recover from a depressive 
incident, on the other hand, depression is a chronic problem for many individuals 
(Ingram, Trenary, Odom, Berry, & Nelson, 2007). 
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Researchers notice that depression is not a temporary feeling of being sad or 
stress; it is more danger because it is a mental disease that must be treated. In 
addition, depression influences body functions included, mental (negative thoughts 
may existed), behavioral (social relations and may become more nervous), physical 
(laziness or excessive active). 
1.6.1 Symptoms of Depression 
There are many symptoms of depression.  
1. Cognitive: Impairment in memory, impaired attention, difficulty in decision 
making, Loss of energy and fatigue, low mental speed, and biases in information 
processing. 
2. Affective: Sad mood, crying spells, and nervousness. 
3. Behavioral :Anger outbursts, impulsivity, and irritable behavior 
4. Physical: Change in sleep “difficulty in falling asleep and waking up during the 
night or awakening earlier, or sleep excessively”, increases or decreased 
appetitite, easy fatigability, body ache, and decrease desire in sex.  
It can be noticed from the above mentioned symptoms of depression that it 
influences body functions; especially mental ones such as thoughts and responses. In 
addition, it affects the social relations and personal behaviors. 
1.6.2 Models of Depression 
Depression is explained on the bio psychosocial model asserting that biological, 
psychological and social factors play a combined role in the etiology of depressive disorder. 
Here in this paper, only contemporary psychological models are discussed in brief. 
1. Cognitive Model: This model was propounded by Beck in 1967. He posits that 
after a series of negative events in childhood like death of a loved one, emotional or 
physical abuse, and individuals may develop a deep seated negative schema, an 
enduring negative cognitive belief system about some aspect of life. People think 
negatively about themselves, their immediate world and their future. This 
combination is often known as cognitive triad. Beck argues that depression may 
result from a tendency to interpret everyday events in a negative way. These 
negative cognitive set of beliefs is known as cognitive errors. Some of the examples 
of these cognitive errors overgeneralization, minimization, magnification, 
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personalization etc. In this theory, a self-blame schema is developed in which 
people feel personally responsible for every bad thing that happens in their life. In 
Beck‟s view, these cognitive errors and schemas are automatic and are not 
consciously available to the people and they are not even aware of thinking 
negatively and illogically. Thus, minor negative event can lead to a major 
depressive episode. In cognitive behavior therapy, the patients are helped to be 
aware of these cognitive errors and start thinking more realistically and logically. 
2. Learned Helplessness Model: This model was propounded by Seligman in 1967. 
After his classic experiment on dogs. The basic idea of this model is depression 
occurs when people feel helpless and believe that whatever they do, it won‟t 
change the apparently negative and aversive situation based on their experiences. 
Later his theory was reformulated by Abramson et al in 1978 which suggests that 
people who are vulnerable to depression tend to offer internal, global and stable 
causal explanations for negative events.  
3. Reinforcement Model: This model was propounded by Lewinsohn in 1973. It is 
a behavioral theory of depression. A key tenet of the approach is the assumption 
that a low rate of positive reinforcement constitutes a critical antecedent condition 
for the occurrence of depressive behaviors. In effect, the behavioral theory 
requires the onset of depression be accompanied by a reduction in positive 
reinforcement, that intensity of depression co vary with rate of positive 
reinforcement, and that improvement be accompanied by an increase of positive 
reinforcement. It has become evident that a low rate of behavior constitutes an 
extremely important clinical aspect of depression. Consistent with the major 
premises of the theory, the principal goal of treatment is to restore an adequate 
schedule of positive reinforcement for the patient by altering the level, the quality, 
and the range of his activities and interpersonal interactions. According to 
Lewinsohn, depressed people are precisely those people who do not know how to 
cope with the fact that they are no longer receiving positive reinforcements like 
they were before. For example, a child who has newly moved to a new home and 
has consequently lost touch with prior friends might not have the social skills 
necessary to easily make new friends and could become depressed. Similarly, a 
man who has been fired from his job and encounters difficulty finding a new job 
might become depressed. The therapeutic implication of this model is to introduce 
activity scheduling techniques in psychotherapy.  
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4. Life Event Model: This model posits that significant negative life events and 
chronically stressful circumstances are associated with depression (Brown & 
Harris, 1989). Negative life events and how people appraise and understand those 
events will decide whether the depression will occur or not. 
5. Interpersonal Models of Depression: Negative interpersonal circumstances are 
particularly likely to play a role in depression. Marital, family and peer relations 
are often troubled and interpersonal forms of stress such as relationship endings, 
conflicts and lack of supportive relationships are consistently associated with 
depression (Beach & Finchman, 1998). Subsequent to marital split, men faced 
amore heightened risk for developing depressive disorder than women. 
Interpersonal models of depression highlight how the disorder can be both a cause 
and a consequence of interpersonal problems. Coyne (1976) suggested that 
depressed people engage in behaviors that elicit rejection from others and this 
rejection leads to further depression. Depressed people generate interpersonal 
stress in their lives, which then makes them more depressed. 
6. Social Support Model: In a landmark study, Brown and Harris (1978) first 
suggested the important role of social support in the onset of depression. In a 
study of large number of women who had experienced a serious life stress, they 
discovered that only 10% of the women, who had a friend in whom they could 
confide become depressed, compared to 37% of the women who did not have a 
close supporting relationship. Later prospective studies have confirmed the 
importance of social support or lack of it in predicting the later onset of depressive 
symptoms (Kendler, Kuhn, Vittum, Prescott, & Riley, 2005). 
7. Self-Control Model: Self-control model of Depression was given by Rehm in 
1977. It is based on the three processes included in a feedback loop model of self-
control: self-monitoring, self-evaluation, and self-reinforcement. In this model, 
depression is characterized as the result of deficits in these processes of self-
control. Self-monitoring is described as the observation and evaluation of one‟s 
own behavior, including its antecedents (events preceding the behavior) and 
consequences. Rehm describes two characteristics of self-monitoring in those who 
experience depression: the tendency to attend only to negative events and the 
tendency to recognize only immediate consequences of behavior. Self-evaluation 
is described as an individual‟s perception of their growth and progress compared 
to an internal standard. For example, a dieter may compare their calorie count for 
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the day to a goal and decide whether or not they reached that goal. An internal 
standard can be set by adopting externally imposed standards, such as a diet 
calorie chart based on sex and height, or they may choose criteria that is more or 
less stringent than external standards. In Rehm‟s model, self-evaluation is 
characterized in those experiencing depression by inaccurate, and often external, 
attributions of causality and stringent self-evaluation criteria. For example, an 
individual who self-imposes a criterion of obtaining 100% on every test they take 
has set an unrealistic criterion. When that stringent criteria is not met, the 
individual may inaccurately attribute their failure to an internal characteristic, 
such as intelligence. Rehm also includes self-reinforcement in his model, and 
states that those experiencing depression infrequently engage in self-reward and 
engage more frequently in self-punishment. 
8. Psychoanalytical Model of Depression: Psychoanalytic model of depression: This 
was given by Sigmund Freud in 1917. His theory posits that depression is a result of 
anger turns inward a process known as introjections which results due to the loss or 
rejection by a parent. Depression is a manifestation of inwardly directed anger and 
severe super ego demands. Freud distinguished between actual losses (e.g. death of 
a loved one) and symbolic losses (e.g. loss of a job). Both kinds of losses can 
produce depression by causing the individual to re-experience childhood episodes 
when they experienced loss of affection from some significant person (e.g. a 
parent). Later, Freud modified his theory stating that the tendency to internalize loss 
objects is normal, and that depression is simply due to an excessively severe super-
ego. Thus, the depressive phase occurs when the individual‟s super-ego or 
conscience is dominant. In contrast, the manic phase occurs when the 
individual‟s ego or rational mind asserts itself, and s/he feels control. In order to 
avoid loss turning into depression, the individual needs to engage in a period of 
mourning work, during which s/he recalls memories of the lost one. This allows the 
individual to separate him/herself from the lost person, and so reduce the inner-
directed anger. However, individuals very dependent on others for their sense of 
self-esteem may be unable to do this, and so remain extremely depressed. 
9. Integrative Model: This model says that depression is a function of multiple 
factors including biological, interpersonal, cognitive, behavioral, and host of 
sociocultural influences. No single theory can account for the occurrence of 
depressive disorder in an individual. 
Chapter 1: Introduction 
42 
1.6.3 Types of Depression 
Many types of depression were identified as the following: 
1.6.3.1 Major Depressive Disorder (MDD): In MDD there “is a noticeable change 
in a person‟s usual pattern of functioning that lasts two weeks or more, and it 
is a terrible state of darkness, despair, and gloom, and it is a weakening 
condition in which people feel empty, hopeless, joyless, enervated, and believe 
that life is not worth living” (Swan & Hamilton, 2014). 
Major depressive disorder is one of the most common psychiatric illnesses and 
causes extensive weakening in social functioning, employment, and physical ability 
(Bierut et al., 1999). 
In addition, it is characterized by determined sad mood or a loss of interest or 
pleasure in daily events and by a number of related symptoms such as; weight loss or 
gain, loss of appetite, sleep disturbance, psychomotor retardation, fatigue, and 
feelings of guilt (Rottenberg, Gross, Wilhelm, Najmi, & Gotlib, 2002). 
The diagnosis of major depressive episode requires a two-week period of either 
depressed or irritable mood or loss of interest or pleasure, and at least four other 
symptoms, which may include significant weight loss or gain, appetite disturbance, 
retardation, fatigue or loss of energy, feelings of worthlessness, inappropriate guilt, 
recurrent suicidal ideas (APA, 1994). 
1.6.3.2 Bipolar Disorder: This “is a mental illness that affects mood, and in this type 
patients feel thoughts like are racing and may feel hyperactive, they may feel 
unrealistically confident, happy, or very powerful. In addition to experience of 
mania (high mood)” (Canadian Mental Health Association, 2015). 
There are two subtypes of bipolar disorder: bipolar I and bipolar II. In bipolar I 
disorder, the patient has minimum one manic episode. However, occurrence of major 
depressive episodes was irrelevant. With bipolar II disorder, patients have a history of at 
least one episode of major depression and at least one hypo manic episode (Barbee, 2008). 
1.6.3.3 Chronic Depression: “individuals with chronic depression encounter high levels 
of disability, social problems and difficulties at work, also they more likely to 
require medical care. This type established as a result of lasting two years of 
major depression”. It is characterized by a long-term (two years or more) 
depressed mood and it is less severe than major depression and typically does not 
disable the person (Hale, Michalak, Hayashi, & Lam, 2005). 
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1.6.3.4 Reactive Depression: “This type is classified on the basis of the main cause 
of the depressive experience, and it is purely an understandable response to an 
important harm and the symptoms are of anxiousness, sadness, tension, 
irritability, feeling worse in the evenings, and having trouble getting to sleep at 
night. Reactive depression is the usual initial response to loss and it is the 
same as grief. It is important to understand the symptoms and signs of 
endogenous depression” (Franklin, 2005). 
1.6.3.5 Secondary Depression: It describes mood changes, which are due to some 
primary medical or other psychiatric disorder. Probably the most familiar one 
in this type is a depression following a bout of flu. Depression may occur with 
many other viral infections, anemia, vitamin deficiencies, thyroid and other 
hormonal disturbances. Certain treatments such as steroids and some blood 
pressure medicines can also induce mood changes. Alcohol and drugs can 
have a reflective impact on mood and for some patients it is a major 
contributing factor to their depression (Cooper, 1996). 
1.7 Rationale and Significance of the Study  
Mental and behavioral problems are increasing throughout the world. The 
burden of illness resulting from psychiatric and behavioral disorder is enormous and 
requires significant attention and research. Depression and anxiety are some of the 
most elusive and debilitating condition of the modern times. Although the relationship 
between stress and occurrence of depression and anxiety is described very broadly in 
the literature, but little attention is paid to the analysis of strategies to cope with stress 
among patients with depression and generalized anxiety disorder. 
Recent incidence revealed that there is a remarkable increase in the proportion of 
people who suffer from anxiety and depression in Jordan. These are due to sedentary 
lifestyles, irregular habits lead to maladjustment and ineffective coping. Work load, 
peer pressure, social concerns, social and emotional alienation and performance 
approval have been contributing to ineffective coping and adjustment problems in 
depression and anxiety patients. Researcher found that certain demographic factors like 
gender, size of the family, socioeconomic status and level of education also contribute 
significantly to the prevalence of depression and anxiety in Jordan population. 
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In this context, the main objective of the present study was to assess the level of 
adjustment and types of different coping mechanism used by patients with generalized 
anxiety disorder and depression and to compare depressed and generalized anxiety 
disorder patients with non- clinical Jordanian population. 
Thus, the significance of the study can be explained from three different 
perspectives. Firstly, this study investigates Jordanian adults‟ adjustment patterns, and 
their coping strategies towards the said disorders. Consequently, this research might 
offer some empirical evidence for mental health practitioners in Jordan about 
establishing a positive and conducive environment for the individuals recovering from 
mental disorders. Secondly, the results of the study would inspire mental health 
practitioners in Jordan to improve the adjustment patterns and coping strategies by 
developing appropriate intervention programs for patients suffering from depression 
and anxiety disorder. Finally, it is expected that this study may help younger adults 
for availing the preventive measures of how they can put a check on the determinants 
of stress in order to avoid anxiety and depression. 
In this context, the following objectives, hypothesis and research questions were 
formulated. 
1.8 Objectives of the Study 
The main objectives of the present study are: 
1) To examine level of adjustment in the patients of generalized anxiety disorder, 
major depressive disorder, mixed and normal people. 
2) To examine ways of coping in patients of generalized anxiety disorder, major 
depressive disorder, mixed and normal people.  
3) To investigate the differences between generalized anxiety disorder, major 
depressive disorder, mixed patients and normal people on adjustment. 
4) To investigate the differences between generalized anxiety disorder, major depressive 
disorder, and mixed patients as compared to normal people on type of coping.  
5) To identify coping as a significant predictor for adjustment in generalized 
anxiety disorder, major depressive disorder, mixed patients and normal people. 
6) To investigate whether demographic variables (age, gender, marital status, 
residential area) influence coping and adjustment in generalized anxiety 
disorder, major depressive disorder, mixed patients and normal people. 
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1.9 Research Questions  
1) What will be the level of adjustment in patients of generalized anxiety 
disorder, major depressive disorder, mixed and normal people? 
2) What are the level of different ways of coping in the patients of generalized 
anxiety disorder, major depressive disorder, mixed and normal people? 
3) Is there any difference exist between patients with generalized anxiety 
disorder, major depressive disorder, mixed and normal people on adjustment? 
4) Is there any difference exist in between patients of generalized anxiety disorder, 
major depressive disorder, mixed and normal people on types of coping? 
5) Will coping predict the adjustment in generalized anxiety disorder, major 
depressive disorder, mixed and normal people? 
6) Does a demographic variable influence the coping and adjustment in generalized 
anxiety disorder, major depressive disorder, mixed and normal people? 
1.10 Hypotheses 
H1: There will be no difference in adjustment of patients of generalized anxiety 
disorder, major depressive disorder, and mixed as compared to normal people. 
H2: There will be a significant difference in the types and extent in coping of 
patients of generalized anxiety disorder, major depressive disorder, and mixed 
as compared to normal people. 
H3: Coping will not be a significant predictor for adjustment in people with generalized 
anxiety disorder, major depressive disorder, mixed and normal people. 
H4: There will be no influence of demographic variables on coping and adjustment in 
generalized anxiety disorder, major depressive disorder, mixed and normal people.  
 
 
 
 
 
Chapter 2 
Review of Literature 
  
Chapter 2: Review of Literature  
 46 
REVIEW OF LITERATURE 
 
Review of literature is the basic part of every research endeavors. Every 
researcher has to follow this procedure while conducting his/her research. Review of 
literature does give the researcher fundamental understanding of his/her research 
topic. Through review of literature basic aspect of every research can be understood at 
its basic foundations. Research studies should consult by the researcher so that firm 
understanding should be made by the researcher. One of the trademarks of science is a 
belief in collective wisdom gathered through vicarious experience. Thus, knowledge 
is a meticulous area is the product of researches and observations carried out at 
various times by various persons. So that concerns and tribulations relating to the 
phenomenon being studied are progressively brought to light and incorporated in the 
larger body of knowledge. Reasonably, the quantum of information in different fields 
is vast and it is not by any means possible for any researcher to have access to all 
available information. However, an endeavor has been made to present as 
convincingly and comprehensively as is possible, some of the major researches 
carried out in the area of anxiety and depression with various relaxation techniques 
with particular reference to the magnitudes being investigated. 
This chapter is explaining adjustment and coping and their role in dealing with 
psychological and mental disorders, particularly Generalized Anxiety Disorder 
(GAD) and Depression. In addition, talking about the importance of coping strategies 
and their effect on manage depression and anxiety that resulted of our daily activities. 
it consists of five sections as the following: first studies of adjustment related to 
generalized anxiety disorder, second studies of adjustment related to depression, third 
studies of coping related to generalized anxiety disorder, fourth studies of coping 
related to depression, fifth studies of adjustment and coping. 
2.1 Studies of Adjustment Related to Generalized Anxiety Disorder 
Zimmarmann, Poli, and Fonseca (2001) measured the quality of life (QOL) of 
patients on RRT with regard to anxiety, depression, and adjustment to illness. The 
sample of the study consisted of 125 patients (transplant n = 64, hemodialysis n = 42 
and continuous ambulatory peritoneal dialysis [CAPD] n = 19). The Beck 
Depression Inventory (BDI), the State-Trait Anxiety Inventory (STAI), and the 
Psychosocial Adjustment to Illness Scale (PAIS) were used for patient assessment. 
The results of the study showed that the Depression scores were higher for 
hemodialysis patients compared with transplant patients (H = 15.22; p < 0.005). 
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CAPD patients had similar scores (no statistical difference). As far as anxiety was 
concerned, no statistical dissimilarity was observed when the groups were compared. 
In terms of adjustment to illness, hemodialysis patients were remarkably less well 
adjusted than transplant patients (H = 23.34; p < 0.001). Patients on CAPD had 
intermediate scores, with no remarkable difference compared with the other two 
groups. The study concluded that the overall quality of life of transplant patients is 
higher than that of hemodialysis patients. 
Yeh, Huang, Yang, Lee, Chen, and Chen (2004) investigated that the 
adjustment to illness in patients with generalized anxiety disorder is worse than that in 
patients with end-stage renal disease. The sample of the study consisted 102 chronic 
dialysis (CD) patients, 58 kidney transplant (KT) patients, and 42 GAD patients. The 
evaluations included the Psychosocial Adjustment to Physical Illness Scale (PAIS), 
the Hamilton Anxiety Rating Scale (HAM-A) and the Hamilton Depression Rating 
Scale (HAM-D). Preanxiolytic treatment GAD patients had the most anxiety and 
depressive symptoms, followed by CD patients and KT patients. KT patients and 
anxiolytic-treated GAD patients showed similar anxiety and depressive symptoms. 
These two groups were both better than CD patients. However, the adjustment to 
illness of GAD patients after treatment is still worse than the other two groups 
(108.0??16.3GAD, 102.0??14.5CD, 81.4??22.2KT; P<.001). The CD patients had a 
high rate of psychiatric morbidity and a low rate of psychiatric intervention (3%); 
however, end-stage renal disease (ESRD) patients received only one assessment while 
the GAD group received two in this study. It was concluded that the Clinicians should 
keep these in mind when treating either GAD or ESRD. 
Klizas, Ramanauskiene, and Dumciene (2009) aimed to establish peculiarity of 
the psychosocial adjustment and anxieties of adolescence depend on gender. The 
sample of the study consisted of 521 students of middle school (285females and 236 
males). The examining of psychosocial adjustment included K. Rogers and R. 
Diamonds modified method. The measure of anxiety included C. R. Reynolds and B. 
O. Richmond method. The results of the study indicated that psychosocial adjustment 
level between students of middle school age was higher for females (56.13 ± 12.82 
points) than males (51.33 ±11.38 points) (p = 0.001). Females of adolescence reflects 
higher (65.93 ± 11.34 points) levels of integrity criterion than males (59.30 ± 8.71 
points) (p < 0.05) and emotional comfort is experienced stronger by females of 
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adolescence (58.44 ± 11.33 points), they felt finer than their peer males (49.70 ± 
10.82 points) (p < 0.05). Somatic anxiety was high for the girls of middle school age 
(p = 0.004). The study concluded female adolescence showed better psychosocial 
adaptation than males; their probity and emotional comfort results were higher than 
that of their peer males. Somatic anxiety was higher for females compared to males. 
Srivastava, Talukdar, and Lahan (2011) examined the effect of mediation 
training on patients of adjustment disorder with depression and anxiety. In a pre-
test/post-test control group design, patients (N = 30) of adjustment disorder with 
mixed anxiety and depression, were screened through a Clinical Global Impression-
severity/Improvement Scale, Beck's Depression Inventory, Beck's Anxiety, and 
Global Assessment of Functioning. Sessions of meditation training (28 weeks) were 
held using the model of Yoga Meditation. The dissimilarity of means (pre- and post-
assessment) was tested using a paired t-test method. The results of the study indicated 
that the Experimental group and control groups were similar at base line, whereas 
after finalizing the 28th week of meditation practice a significant mean difference (t 
value: CGI-S 2.47 > .05; CGI-I2.82 > 0.05; BAI 17.58 > 0.05; BDI 10.13 > 0.05; 
GAF 12.29 > 0.05) was found between both groups. There was an incremental change 
in chosen assessment parameters in both groups. But changes were more significant in 
pre- and post-assessment of experimental group. 
Whisman, Davila, and Goodman (2011) studied the associations between 
relationship adjustment and symptoms of depression and anxiety in a sample of 
pregnant married or cohabiting. The sample consisted of 113 women. Multilevel 
modeling was employed to examine concurrent and time-lagged within-subjects 
effects for relationship adjustment and depressive and anxiety symptoms. The results 
of the study showed that (a) relationship adjustment was linked with both depressive 
symptoms and anxiety symptoms in concurrent analyses; (b) relationship adjustment 
was anticipation of subsequent anxiety symptoms but not subsequent depressive 
symptoms in straggle analyses; and (c) depressive symptoms were predictive of 
subsequent relationship adjustment in lagged analyses with symptoms of depression 
and anxiety examined simultaneously. 
Arbus, Hergueta, Duburcq, Saleh, Le Guern, Robert, and Camus (2014) 
examined the prevalence of adjustment disorder with anxiety in outpatients over the 
age of 60 who simultaneously consulted 34 general practitioners and 22 psychiatrists 
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during a two week period. The results of the study showed that the prevalence rate of 
adjustment disorder with anxiety (AjD-A) was 3.7% (n=136). Up to 39% (n=53) of 
AjD-A subjects had a comorbid psychiatric condition, mostly of the anxious type. The 
most frequently stressful life events showed connection with the onset of AjD-A was 
personal illness or health problem (29%). More than 50% of the AjD-A patients were 
noticeably to extremely disabled by their symptoms. The study concluded that the 
AjD-A appears to be a significantly disabling cause of anxiety symptoms in 
community dwelling elderly persons, in particular those revealing personal health 
related problems. Improvement of early diagnosis and non-pharmacological 
management of AjD-A would contribute to restrict risks of benzodiazepine overuse, 
particularly in primary care settings. 
Sundquist, Lilja, Palmér, Memon, Wang, Johansson, and Sundquist (2015) were 
compared mindfulness-based group therapy with treatment as usual (primarily 
individual-based CBT) in the patients of primary care with depressive, anxiety or 
stress and adjustment disorders. The sample of the study consisted of 215 patients. 
Ordinal mixed models were used for the analysis. The results of the study showed 
decrements in scores significantly. There were no significant differences between the 
mindfulness and control groups. The study concluded that the Mindfulness-based 
group therapy was non-inferior to treatment as usual for patients with depressive, 
anxiety or stress and adjustment disorders. 
Jenaabadi, Rooh, Khods, and Hajiabadi (2016) examined the relationship of test 
anxiety with adjustment and procrastination in female high school students. The 
sample of the study consisted of 4000 female high school students. This was a 
descriptive-correlational study. The data collection tools were three questionnaires 
containing Beck Anxiety Inventory (BAI), Adjustment Inventory of High School 
Students (AISS), and the Savari Academic Procrastination Scale. The results of the 
study indicated that the anxiety among students was significantly and directly 
correlated with adjustment and its dimensions (including social adjustment, emotional 
adjustment, and educational adjustment). Additionally, anxiety among students was 
significantly and directly related to procrastination and its dimensions (including 
intentional procrastination, procrastination resulting from physical-mental fatigue, and 
procrastination caused by disorganization). 
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2.2 Studies of Adjustment Related to Depression 
Akechi, Okuyama, Sugawara, Nakano, Shima, and Uchitomi (2004) attempted 
to determine the prevalence of adjustment disorders (AD), post-traumatic stress 
disorder (PTSD), and major depression (MD) among terminally ill cancer patients, to 
identify factors that contribute to them, and to determine how they change 
longitudinally. Consecutive terminally ill cancer patients were recruited. Patients were 
evaluated for psychiatric disorders by structured clinical interview twice: once at the 
time of their registration with a palliative care unit (baseline), and again at the time of 
their palliative care unit admission (follow-up). The results of the study indicated that 
the proportions of patients diagnosed with AD, MD, and PTSD at baseline (n = 209) 
were 16.3%, 6.7%, and 0% respectively, whereas at follow-up (n = 85), 10.6% were 
diagnosed with AD and 11.8% with MD. Lower performance status, concern about 
being a burden to others, and lower satisfaction with social support were significantly 
linked with AD/MD at baseline. There were changes in the diagnosis of AD and MD 
in 30.6% of the patients. Only the Hospital Depression and Anxiety Scale at the 
baseline were significantly predictive of AD/MD at follow-up. The study concluded 
that the factors underlying psychological distress were multifactorial. Early 
intervention to treat subclinical depression and anxiety may prevent subsequent 
psychological distress. 
de Jonge, Ormel, Slaets, Kempen, Ranchor, van Jaarsveld, and Sanderman 
(2004) examined the hypothesis that elderly subjects with premorbid depressive 
symptoms are at higher risk of poor adjustment after a somatic event. The sample 
consisted of 5,279 elderly subjects (57 and older), 1,124 subjects who faced one of the 
specified events were contacted, and sufficient follow-up data were obtained from 558 
subjects. The results showed in multivariate analyses, pre-event depressive symptoms 
were associated with an increased risk of poor adjustment in terms of social and role 
functioning, well-being, and general health, but not physical functioning, in addition 
to that elderly persons living in the community reporting depressive symptoms are at 
higher risk of poor psychosocial adjustment after a somatic event. 
Hashmi, Khushid, and Hassan (2007) studied the marital adjustment, stress and 
depression among working and non-working married women. The study is aimed at 
exploring the relationship between marital adjustment, stress and depression. The 
sample included 150 working and non-working married women. Their age ranged 
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between 18 to 50 years. The requirement of education was at least graduation and 
above. They belong to middle and high socio-economic status. The results of the 
study revealed highly significant relationship between adjustment, depression and 
stress. The findings of the results also showed that working married women have to 
face more problems in their married as compared to non-working married women. 
The results also indicated that highly educated working and non-working married can 
perform well in their married life and they are free depression as compared to 
educated working and non-working married women. 
Rybarczyk, Grady, Naftel, Kirklin, White-Williams, Kobashigawa, and McLeod 
(2007) evaluated levels of and factors associated with depression and negative affect 5 
years after heart transplant (HT). The sample consisted of 370 adults. Stepwise 
multiple regression analyses were used to test 32 potential demographic, functional, 
medical, and psychosocial factors in adjustment. The Results indicated that Predictor 
variables considered of 53% of the variance of depression scores and 45% of the 
variance of PANAS negative affect scores. The best predictors (p = .001) for 
depression were neurological symptoms, younger age, lower recreational functioning, 
and lower satisfaction with emotional support, and the best predictors for negative 
affect were neurological symptoms, lower mobility functioning, and perceived 
uncertainty about health. Depression scores were lower than norms for non 
transplanted heart failure patients, and negative affect levels were comparable to those 
of the general population. The study concluded that the normal long-term adjustment 
among HT recipients. Several factors associated with negative emotions, including 
younger age. 
Garnefski, Grol, Kraaij, and Hamming (2009) explored the relationships 
between cognitive coping strategies, goal adjustment processes (goal disengagement 
and re-engagement) and symptoms of depression in people with Peripheral Arterial 
Disease (PAD). The sample of the study included 88 patients with PAD. The results 
showed that a ruminative and catastrophizing ways of coping in response to the 
disabilities were associated to more depressive symptoms in this group. In contrast, 
coping by seeking and reengaging in alternative, meaningful goals were related to less 
depressive symptoms. The study concluded that improvements in cognitive and goal-
related coping strategies might reduce the level or risk of depressive symptomatology. 
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Presicci, Lecce, Ventura, Margari, Tafuri, and Margari (2010) studied the 
associations between some variables and the depressive disorder and adjustment 
disorder. The sample of the study consisted of 60 patients affected by depressive 
disorder and adjustment disorder. The statistical analysis showed significant results 
for the associations of three variables (treatment, prevalent symptoms, and family 
history) with the single diagnostic categories. The study concluded that there were 
major differences between patients with depressive disorders and those with AD on 3 
variables, of which 2 were specific to the disorders, and 1 was included in the related 
problems. The other variables were weakly linked with the single diagnostic 
categories without any statistically significant differences. Combination of 
dimensional and categorical principles for classifying mood disorders may help to 
decrease the problems of under diagnosis and under treatment. 
Furukawa, Azuma, Takeuchi, Kitamura, and Takahashi (2011) their study 
included two objectives; the main aim was to elaborate the course of social 
adjustment among patients receiving care as usual in Japan over 10 years, and the 
second aim was to examine if the level of social adjustment of the cohort was 
influenced by the level of depression of the subjects. The sample of the study 
consisted of 44 patients with major depression, either single episode or frequent, 
starting treatment for their index episode at one of the five participating centers of 
GLADS in Japan (the centers were three university-affiliated general hospitals, one 
general hospital and one psychiatric hospital).Researchers indicated that: psychiatric 
patients with major depression commencing treatment showed moderate to extremely 
large social dysfunction at baseline; this dysfunction declined rapidly in the first six 
months of treatment but then leveled off and showed varying patterns up to 10 years 
of follow-up; the degree of dysfunction varied from domain to domain, most 
prominent in work and least notable in economy subscales; and the influence of 
persistent depression also varied from domain to domain, stronger in housework and 
leisure and weakest in work spheres. 
Zimmerman, Martinez, Dalrymple, Chelminski, and Young (2013) were 
conducted a study and the purpose of this study was to examine the validity of the 
subtypes of adjustment disorder. The sample of the study included 3,400 psychiatric 
outpatients evaluated with semi structured diagnostic interviews, only 2,150 of the 
3,400 patients were administered the full Structured Interview for DSM-IV 
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Personality (SIDP-IV). The results of the study showed that there was no significant 
difference between subtypes in the probability of being diagnosed as the principal 
diagnosis, patients with a principal diagnosis of another disorder with comorbid 
adjustment disorder are clinically different from patients with a principal diagnosis of 
adjustment disorder; therefore they limited the comparisons of the adjustment disorder 
subtypes to patients given the diagnosis of adjustment disorder as their principal 
diagnosis, also showed that majority of the patients were white, female high school 
graduates. There were no significant demographic differences between the two 
groups. In addition, there was no major difference between these two groups with 
regard to demographic variables, current comorbid Axis I or Axis II disorders, 
lifetime history of major depressive disorder or anxiety disorders, psychosocial 
morbidity, or family history of psychiatric disorders. The difference between the 
groups was lifetime history of drug use, which was significantly higher in the patients 
diagnosed with adjustment disorder with depressed mood. 
Sulaiman (2013) investigated the relationship between emotional intelligence 
(EI), depression and psychological adjustment in relation to gender among Sultan 
Qaboos University (SQU) students. The sample of the study consisted of 323 students 
(164 males and 159 females). Researchers founded high level of EI among SQU 
students; a higher EI average for female students compared to males; a negative 
correlation between EI and depressive symptoms and a positive correlation between 
emotional intelligence and psychological adjustment. 
Serretti, Chiesa, Souery, Calati, Sentissi, Kasper, and Zohar (2013) were studied 
several socio-demographic and clinical variables possibly influencing social 
adjustment in MD patients who responded to treatment. The sample of the study 
consisted of 211 MD patients. The results of the study indicated that A co-morbidity 
with anxiety disorders and the severity of residual depression symptoms were the 
strongest independent factors linked with poorer social adjustment, in terms of total 
and most sub-areas' SAS scores. Other variables related with total and sub-areas' SAS 
scores were identified as well, although some variations across different areas were 
observed. The study concluded that co-morbidity with anxiety disorders and higher 
residual depression symptoms could decrease social adjustment among responder MD 
patients. 
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2.3 Studies of Coping Related to Generalized Anxiety Disorder 
Muris, Merckelbach, Gadet, and Meesters (2000) examined the relationship 
between the monitoring coping style and anxiety disorder symptoms in children. The 
sample consisted of 117 children their aged between 8 to 12 years. The results of the 
study showed that Children who strongly relied on a high monitoring coping style 
displayed higher levels of anxiety disorder symptoms compared to other children. 
Kocovski (2001) investigated two areas in his study, (1) the intentional biases 
with the use of the modified strop task and (2) coping styles and coping strategies 
used in socially anxious situations. The sample of the study consisted of 112 (64 
women, 48 men) undergraduate students. The results of the study indicated that 
participants in the high social evaluation attribute anxiety group had lengthy response 
latencies on the strop task compared to participants in the low social evaluation trait 
anxiety group. With respect to coping, the result showed that the high social 
evaluation trait anxiety participants were higher on emotion-oriented and emotional-
preoccupation coping than low social evaluation trait anxiety participants. 
Additionally, high social evaluation trait anxiety participants were found to use 
distraction coping strategies focused at socially anxious situations to a lesser extent 
than participants low in social evaluation trait anxiety. 
Tung, Hunter, and Wej (2008) explored the relationship between ways of 
coping. Anxiety level and quality of life for patients after coronary artery bypass 
grafting. The occurrence of this surgery is increasing, but research on adaptation 
following surgery is limited, with no research examining results for women, who 
often have poorer adaptation outcomes than men. An integrated research design, 
established on Lazarus and Folkman’s transaction coping theory was used. The 
research utilized convenience sampling with four instruments: the revised ways of 
coping checklist, state-trait anxiety inventory, short form 36-health survey, and a 
demographic questionnaire, sent to 50 men and 50 women who were requited from a 
medical centre. Additionally, qualitative data from interviews with three men and 
three women, who had completed the instruments, were analyzed. The results of the 
study showed better quality of life was associated with lower anxiety level, greater 
used of problem-focused coping strategies and those who had more gender role 
responsibility. Women scored lower on the physical dimensions of quality of life, But 
opted more self-blaming coping strategies and experienced slightly higher level of 
anxiety compared to men. 
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Tung, Hunter, Wei, and Chang (2009) conducted a study on “gender differences 
in coping and in anxiety in patients after coronary artery bypass graft surgery”. The 
sample of the study consisted of 100 (50 men, 50 women). A cross-sectional survey 
research design and purposive sampling were utilized. The results of the study 
revealed that after coronary artery bypass graft surgery, both male and female patients 
opted more problem-focused coping strategies than emotion-focused coping 
strategies. In comparison with men, women used more blaming of self and had 
slightly higher scores on both state and trait anxiety. The study concluded that the 
clinician to be aware that the use of appropriate coping strategies can reduce patient 
anxiety, a findings that needs to be considered when designing effective interventions 
for such patient. 
Sania (2010) determined coping strategies among breast cancer patients with 
anxiety and depression during chemotherapy. The sample of the study consisted of 
141 patients. The result of the study indicated that prevalence for anxiety was 24.1% 
and prevalence for depression was 19.1%. The results of the study indicated that 
patients who were having anxiety symptoms scored significantly higher on denial, 
behavioral disengagement and venting as their coping strategies compared to the 
patients who were not anxious. Patients with depressive symptoms scored 
significantly higher in behavioral disengagement and self-blame as their coping 
strategies were matched with those who were not depressed. The study concluded that 
breast cancer patients undergoing chemotherapy faced high level of depressive and 
anxiety symptoms. However, different coping strategies were used to cope with their 
illness, chemotherapy, treatment, practical and family problems, emotional and 
physical symptoms.  
Paker, Bugdayci, Dere, and Altuncu (2011) investigated the coping strategies 
and emotional states of the individuals with spinal cord injury and their caregivers and 
to compare the results of the groups. The sample of the study consisted of 31 patients 
with traumatic SCI and 31 family caregivers admitted to the inpatient rehabilitation 
were evaluated. Ways of coping questionnaire and hospital anxiety and depression 
scale were used. The results of the study indicated that the most prevalent coping 
strategies were self confidence and optimistic coping strategies both in the patient and 
caregiver groups. There was no statistically remarkable difference between the coping 
strategies and emotional status of the group (p > 0.05). A positive correlation was 
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founded among helplessness strategy and age in patients with SCI. coping strategies 
did not depict correlation with FIM. Anxiety in caregivers correlated negatively with 
SCI duration (p < 0.05). The study concluded that coping strategies and emotional 
status in the SCI patients and family caregiver groups showed similarity.  
Kasi, Naqvi, Afghan, Khawar, Khan, Khan, and Khan  (2012) estimated the 
frequency of different coping mechanisms used by patients with symptom of anxiety 
and depression. The sample of the study consisted of 162 people. A descriptive, cross-
sectional survey was conducted and patients with symptoms of anxiety and depression 
were identified using the Aga khan university’s anxiety and depression scale. Coping 
styles were determined by using the 28-items Brief cope inventory. The results of the 
study showed that the commonness of anxiety and depression was found to be 34%. 
Females were more than 2 items likely to have anxiety and depression. Religion was 
the most common coping mechanisms identified, acceptance, use of instrumental 
support and active coping were other commonly used coping styles. The study 
concluded that religion coping was a common behavior in patients having symptoms 
of anxiety and depression. Knowledge of these coping styles is important in the care 
of these patients, as these coping methods can be recognized and to some extent 
modified by the treating clinician/ psychiatrist. 
Domínguez - Cabello, Martín - Rodríguez, Pérez - San - Gregorio, Fernández-
Jiménez, Sousa-Martín, and Bernardos-Rodríguez (2012) aimed to determine whether 
differences in the coping strategies used by liver patients during the pre-
transplantation stage were a function of their relatives’ level of anxiety. They assessed 
75 pre-liver transplantation patients and 75 relatives (one per patients). The results of 
the study indicated the differences: : a) normal anxiety (G(1)) and dubious anxiety 
(G(2)): seeking social support (d = 0.502); b) normal anxiety (G(1)) and clinical 
anxiety (G(3)): coping and active fighting (d = 0.607), self-control and emotional 
control (d = 0.658), and seeking social support (d = 0.944); and c) dubious anxiety 
(G(2)) and clinical anxiety (G(3)): coping and active fighting (d = 0.743), self-control 
and emotional control (d = 0.722), and seeking social support (d = 0.515). The study 
concluded that the liver patients whose relatives showed the clinical levels of anxiety 
used these three healthy coping strategies to a lesser extent: coping and active 
fighting, self-control and emotional control, and seeking social support. 
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Amjad and Bokhary (2014) investigated the spiritual well-being and coping 
strategies of participants with generalized anxiety disorder. The sample of the study 
consisted of 40 participants with GAD. The spiritual wellness inventory and the 
coping strategies questionnaire were used. The data were analyzed by descriptive 
statistics, linear and stepwise regression, and Sobel Z-test of mediation analysis. The 
results of the study showed that out of 13 dimensions of spiritual wellness, only three 
dimensions (i.e., concept of hereafter, mystery, and meaning) significantly predicted 
GAD symptoms in negative directions. And the meditational analysis showed that 
active practical and religions coping strategies did not mediate the relationship 
between spiritual wellness and symptoms of GAD. 
Roohafza, Afshar, Keshteli, Mohammadi, Feizi, Taslimi, and Adibi (2014) 
examined the associations between perceived social support and coping styles with 
anxiety levels and depression. The sample of the study consisted of 4658 individuals 
aged ≥20 selected by used cluster random sampling. Subjects completed questionnaires, 
used to describe perceived social support, coping styles, anxiety and depression. T-test, 
Chi-square test, Pearson’s correlation and Logistic regression analysis were used in data 
analyses. The results of Logistic regression analysis demonstrated after adjusting 
demographic characteristics for odd ratio of anxiety, active copings like positive re-
interpretation and growth with odds ratios; 95% confidence interval: 0.82 (0.76, 0.89), 
problem engagement (0.92 [0.87, 0.97]), acceptance (0.82 [0.74, 0.92]) and also among 
perceived social supports, family (0.77 [0.71, 0.84]) and others (0.84 [0.76, 0.91]) were 
protective. In addition to, for odd ratio of depression, active copings like positive re-
interpretation and growth (0.74 [0.69, 0.79]), problem engagement (0.89 [0.86, 0.93]), 
and support seeking (0.96 [0.93, 0.99]) and all of social support types (family [0.75 
(0.70, 0.80)], friends [0.90 (0.85, 0.95)] and others [0.80 (0.75, 0.86)]) were protective. 
Avoidance was risk factor for both of anxiety (1.19 [1.12, 1.27]) and depression (1.22 
[1.16, 1.29]). The study concluded that active coping styles and perceived social 
supports especially to positive re-interpretation and family social support are protective 
factors for depression and anxiety.  
Romero, Reggs, and Ruggero (2015) examined the contributions of coping style 
and family social support on symptoms of anxiety, depression, and posttraumatic 
stress among students. In addition they tested the moderating role of family social 
support in the relationship between coping style and psychological symptoms. The 
Chapter 2: Review of Literature  
 58 
sample of the study consisted of 136 students. The results of the study revealed that 
avoidant coping and family social support significantly predicted depressive and 
anxiety symptoms. Avoidant coping also remarkably predicted posttraumatic stress 
symptoms. In addition, findings showed that family social support helps to balance 
the relationship between problem-focused coping and depression, as well as between 
avoidant coping and symptoms of depression and anxiety but not posttraumatic stress.  
2.4 Studies of Coping Related to Depression 
Abdel Qawi (2000) the researcher studied the coping strategies of dealing with 
the stress and manifestations of depression in United Arab Emirate University. His 
results showed that females are more depressed, and are using methods directed 
emotional they manage with stress. In addition, he founded that the low degree of 
depression using the methods of reverse oriented high class problem, and use many 
methods to deal emotionally oriented can predict many of the manifestations of 
depression. 
Bardwell, Ancoli-Israel, and Dimsdale (2001) examined relationships between 
coping and depressive symptoms in OSA. The sample of the study consisted of 15 
patients. Ways of Coping (WC), Profile of Mood States (POMS), center for 
Epidemiological Studies-Depression (CESD) scales. Data were analyzed using SPSS 
9.0 regression with CESD as the dependent variable and WC Approach and 
Avoidance as the independent variables. The result of the study showed that the WC 
Approach factor (B=-1.105, beta=-.317, p=.009) was negatively correlated and WC 
Avoidance factor (B=1.353, beta=.376, p=.007) was positively correlated with CESD 
scores. These components explained an additional 8% of CESD variance (p<.001) 
beyond that interpreted by the covariates: demographic variables, RDI, and fatigue. 
The study concluded that the more passive and less active coping was related with 
more depressive symptoms in OSA patients. The extent of depression experienced by 
OSA patients may not be due solely to the impacts of OSA itself. Choice of coping 
strategies may help determine who will experience more depressive symptoms. 
Li, Digiuseppe, and Froh (2006) investigated the roles of coping and 
masculinity in higher rates of depressive symptoms among adolescent girls as 
compared to boys. The sample of the study consisted of 246 adolescents. A model 
was designed and examined through path analysis, which contained the variables of 
gender, problem-focused coping, rumination, and distraction. The results of the study 
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showed that adolescent girls were more depressed than boys, and that girls used more 
emotion-focused and ruminative coping than boys. larger degrees of ruminative 
coping were related to high levels of depressive symptoms. Problem focused and 
distractive coping were positively correlated with masculinity and negatively 
associated with depression. Girls were more likely to use problem focused coping.  
Shanthi, Damodharan, and Priya (2007) evaluated the level of depression and 
coping pattern in HIV positive patients. The sample of the study consisted of 51 
patients (male 34, and female 17). Hamilton depression rating scale and ways of 
coping were used to assess the levels of depression and to identify their different 
coping styles. Statistical analysis based on ANOVA indicated that there was no 
significant difference in the level of depression in relation to gender; mean scores 
revealed level of depression in all patients. The results also indicated that among 8 
types of coping, there was remarkable difference in Confrontative coping, Seeking 
social support, Accepting responsibility (p = < 0.001) and Escape-Avoidance, Self-
control (p = < 0.005) in relation to gender; at one place where men tended to escape or 
avoid circumstances, women seeks more social support. 
Berkel (2009) explored the relation between personality, coping styles and 
psychological distress. The sample of the study consisted of 201 students. The results 
of the study showed that participants with high harm avoidance and low self-
directedness shows increased stress, anxiety and depression, while low harm 
avoidance and high self-directedness seems a protective component against the 
development of distress. Avoidant coping was shown to be the most maladaptive 
coping style as it was related with increased stress, anxiety, depression, while 
problem-focused coping appeared to minimize depressive symptoms. Strong relations 
were found between personality and coping styles, as individuals with high reward 
dependence were more engaged in emotion-focused coping, while high self-directed 
individuals engaged in more problem-focused coping. High harm avoidance was 
related with avoidant coping, resulting in greater distress than either predictor alone. 
The study concluded that our personality and the coping styles we employ may 
influence whether we face stress, anxiety and depressive symptoms. In addition, the 
association between personality and coping styles suggests that individual with 
maladaptive personalities are at a greater risk for experiencing psychological distress 
as they are particularly use a maladaptive coping style such as avoidant coping. 
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Matos, Ferreira, Tome, Borges, Manso, and Ferreira ( 2009) were checked for 
redundant (or not so relevant) it is considering three classical scales, usually used to 
assess depression, anxiety and coping strategies and then try to propose a minimized 
version of the three scales that could be used for screening procedures, in school 
setting. The sample of the study consisted of 916 pupils. A set of principal component 
analyses and confirmatory factor analysis were used. The results of the study 
indicated (that girls were more anxious and developed more coping strategies than 
boy. Older students inclined to be less depressed, while younger adolescents 
presented higher scores in CDI-R (depression) and CRI-R (coping scales). 
Shikai, Shono, and Kitamura (2009) examined the relationship between coping 
styles and depression and anxiety for the diverse kinds of sample. Result of the study 
showed that the means, standard deviations and the correlation matrix between all 
variables included in this study were presented, also the potential and actual ranges of 
variables were also indicated; neither task-oriented nor avoidance-oriented copings 
were correlated to the T2 HADS-D and HADS-A, these two variables were excluded 
from the model. In addition to indicated the significant roles that emotion-oriented 
coping and stressful life events play in determining depression and anxiety in nursing 
students. 
Karabulutlu, Bilici, Cayir, Tekin, and Kantarci (2010) were determined the 
levels of depression and anxiety, and coping strategies, and the impacts of the levels 
of depression and anxiety on strategies for coping with stress in cancer patients. The 
sample of the study consisted of 112 patients who received treatment for cancer at this 
center in these dates; 96 patients who were eligible for the study were enrolled into 
the study. It was found that patients benefited largely from social support seeking 
strategy. This has been followed by problem solving strategy and avoidance strategy. 
A positive, statistically important relationship was found between the avoidance 
strategy, and anxiety and depression levels of the patients. 
Ozkan and Kutlu (2010) investigated the evaluation of coping strategies, social 
support, and depressive symptoms in spouses of patients with hematological cancer. 
A descriptive design was used in this study. The sample of the study consisted of 150 
spouses who had hematological cancer. The data were collected through structured 
face-to-face interviews using a questionnaire form, the “Ways of Coping” 
Questionnaire, the Multidimensional Perceived Social Support Scale, and Beck 
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Depression Inventory. Percentage t-tests and Pearson’s product moment correlation 
were used to analyze the data. The result showed that the most common strategies of 
coping used by participants were positive reappraisal, distancing, and seeking social 
support. Perceived social support from family was high and the depressive symptom 
mean outcomes of spouses were at a serious level, there was a minimal negative 
correlation between coping strategies, perceived social support, and depressive 
symptoms. The study concluded that the spouse’s emotional reactions to 
hematological cancer might also have a depressive symptom, which might be 
alleviated by certain coping strategies and perceived social support. Therefore, the 
health professionals need to be aware of coping behaviors and social support systems 
for spouses of patients with hematological cancer. 
Chou, Chao, Yang, Yeh, and Lee (2011) examined the relationships between 
stress, coping strategies, and depressive symptoms using the stress coping framework 
in overseas Chinese university preparatory students in Taiwan. The sample of the 
study consisted of 756 students. The results of the study showed that high levels of 
stress significantly predicted the adoption of active, problem focused coping strategies 
(R
2
=0.13, P<.01) and passive, emotion focused coping strategies (R
2
=0.24, P<.01). 
Results from the Sobel test revealed that passive coping strategies mediated the 
relation between stress and depressive symptoms (Z = 8.06, P<.001). The study 
concluded that stress is associated with coping strategies and depressive symptoms 
and passive strategies paralleled the relation between stress and depressive symptoms.  
Garcia-Alberca, Cruz, Lara, Garrido, Lara, and Gris (2012) conducted a study with 
a view to obtaining new data regarding the association of coping strategies and 
psychological distress in adjustment disorder caregivers. Eighty people with adjustment 
disorder and their primary caregivers living in the community were recruited from local 
health services. Purposive recruitment was brought out to ensure that the sample was 
representative of people living with dementia in terms of dementia severity, gender, and 
care setting. . They used the State-Trait Anxiety Inventory to measure anxiety, the Beck 
Depression Inventory to examine depression, and the Coping Strategies Inventory to 
measure coping strategies. The results of the study showed that the most caregivers 
reported higher anxiety and depression levels. Use of disengagement coping strategies 
(Wald = 3.35, p = 0.01) and higher caregiver burden (Wald = 4.83, p = 0.02) predicted 
anxiety on logistic regression. In turn, use of disengagement coping strategies (Wald = 
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12.48, p = 0.001) and higher caregiver burden (Wald = 6.91, p = 0.009) predicted 
depression on logistic regression. The study concluded that these results may be useful 
for designing treatment interventions that aim to amend the use of coping strategies and 
thus reduces caregiver anxiety and depression. 
Zhang (2013) examined the relationships among stress, coping and depression. 
The sample consisted of 3844participants aged from 11 – 27. The model of latent 
growth curve was used to identify the developmental trajectories of depressive 
symptoms and stressful life events from age 12 to 24, respectively; latent growth 
curve modeling with two constructs parallel processes was used to measure the 
associations between stressful life events and depressive symptoms overtime. Path 
analysis was used to examine whether coping, including problem solving coping at 
Wave I, emotion-focused coping and unhealthy behavioral coping (i.e. substance use) 
at Wave II, mediated or moderated the association between stressful life events at 
Wave I and depressive symptoms at Wave III. The results of the study indicated that 
the average of depressive symptoms increased from early to middle adolescence, and 
then lowered from middle to late adolescence. Girls exhibited persistently higher 
levels of depression during the adolescence period than boys. Similar to the change 
patterns of depressive symptoms, the average number of stressful life events also 
uplifted from early to middle adolescence, and then decreased from middle to late 
adolescence. However, boys had constantly greater number of stressful life events 
than girls. In addition, on one hand, the initial number of stressful life events was 
positively associated with the initial levels of depressive symptoms, on the other hand 
high initial number of stressful life events predicted slower increase of depressive 
symptoms over time, especially for girls. In addition, only emotion-focused coping 
was a significant mediator between earlier stressful life events and later depressive 
symptoms, and the impact was stronger in girls than in boys. Finally, unhealthy 
behavioral coping could minimize the adverse impact of earlier stressful life events on 
later depressive symptoms both in girls and boys. 
Lee, Yoon, Kim, and Jeong (2013) examined the effect of personal resources on 
the coping strategies and psychological responses and the mediating role of coping 
strategies on the relationship of personal resources to depression and anxiety in 
patients with COPD. The sample consisted of 209 patients. The results of the study 
indicated that the higher levels of knowledge of disease were associated with fewer 
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depressive symptoms; and this relationship was partially paralleled by problem-
oriented coping strategies. Higher levels of self-efficacy were related to less 
depression and anxiety. Patients with more perceived social support faced fewer 
depressive symptoms through the use of problem-oriented coping strategies. The 
study concluded that problem oriented coping strategies explained the mechanism of 
how knowledge of the disease and social support impact depressive symptoms for 
patients with COPD. Further interventions focused on modifiable components, 
comprising personal resources and problem-oriented coping strategies, were 
warranted to improve psychological outcomes for patients with COPD. 
Faramarzi, Pasha, Esmaelzadeh, Jorsarai Mir, and Abedi (2013) were 
investigated the relationship between coping strategies with anxiety and depression 
symptoms in men and women’s infertile. The sample consisted of 168 infertile 
couples. Ways of Coping Questionnaire (WCQ), The State-Trait Anxiety Inventory 
(STAI), and Beck Depression Inventory (BDI) were used. The results were analyzed 
using t- test, the Pearson correlation and the stepwise model of multiple regression 
analysis. P < 0.05 was taken into consideration for level of significant. The result of 
the study indicated that the Escape/avoidance contributed the largest amount of 
unique variance to the model for anxiety/depression of infertile women (P < 0.0001, P 
< 0.001) and followed by distancing (P < 0.0001, P < 0.01), accepting responsibility 
(P < 0.0001, P < 0.01). Seeking social support was the negative prominently predictor 
for both anxiety and depression in infertile women (P<0.01, P<0.01), but planful 
problem solving was the inversely predictor for only depression in infertile women 
(P<0.01). Escape/avoidance was the only predictor component of the model anxiety 
for infertile men (P<0.01). Escape/avoidance and self controlling were the positive 
predictor (P<0.001) and planful problem solving was the negative predictor for men 
depression (P<0.05). The study concluded that the men and women infertile who used 
disproportionally maladaptive coping strategies such as escape/avoidance were 
predisposed to anxiety and depression symptoms. 
Lova, Popescu, Lova, Mihancea, and Buzoianu (2014) evaluated the differences 
between people with Multiple Sclerosis (MS) and the general population in their 
coping styles and their psychological adjustment to examine the impact of coping 
styles on levels of depression in MS patients. Researchers founded a statistically 
significant difference between the mean results of coping strategies in the MS patients 
and the healthy subjects, in addition, MS patients with depression used more emotion 
coping and maladaptive coping strategies than the control group. 
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Schouws, Paans, Comijs, Dols, and Stek (2015) aimed to investigate personality 
traits and coping in older bipolar patients and the relationship between coping and 
personality. The sample consisted of 75 older patients (age > 60) with bipolar I or II 
disorder in a ethylic mood completed the Utrecht Coping List and the NEO 
Personality Inventory FFI and were compared to normative data. The s of the study 
indicated that older bipolar patients showed more passive coping style compared to 
healthy elderly. Their personality traits were predominated by openness; in contrast 
conscientiousness and altruism were relatively spars. Neuroticism was related to 
passive coping style, whereas conscientiousness was related to an active coping style. 
The study concluded that older bipolar patients had more passive coping styles; the 
association between coping styles and personality traits is similar to report of younger 
adult patients with bipolar disorder.  
2.5 Studies of Adjustment and Coping   
Macrodimitris and Endler (2001) investigated the relationships of both coping 
strategies and perceived control to psychological and physiological adjustment. The 
sample consisted of 115 (65 women, 50 men) with Type 2 diabetes. Results showed 
that (a) emotional preoccupation and palliative coping were positively correlated with 
depression and state anxiety, whereas perceived control was negatively correlated 
with depression, state anxiety, and hemoglobin (b) instrumental coping predicted 
lower depression; (c) perceived control moderated the relationships between 
instrumental coping and depression, and emotional preoccupation coping and HbA1c; 
and (d) emotional preoccupation coping mediated the relationships between perceived 
control and depression, and perceived control and state anxiety. 
Love, Irani, and Themistocleous (2004) examined whether coping and affect 
both negative and positive influence adjustment anxiety, depression and stress among 
Information Technology students. Total sample was 100 Information Technology 
students from Australia completed questionnaires which contained measures for 
adjustment, affect state, and coping strategies. The use of hierarchical regression 
analyses showed that specific individual characteristics influenced the adjustment of 
the Information Technology students. Information technology students who engaged 
in a more problem focused style of coping, like active coping were found to be better 
adjusted than those who engaged in a more emotion focused styles of coping, like 
cognitive avoidance coping, social coping, accepting responsibility, and self 
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controlling coping. This study revealed that the adjustment of Information 
Technology students were influenced by the types of coping strategies they use, 
specific individual demographics, and their Affect state. 
Hampel and Petermann (2006) investigated the perceived stress, coping, and 
adjustment in adolescents. The total sample was 286 Austrian adolescents aged 
between 10 - 14 years, who attended the fifth to seventh grade. Fifth graders scored 
lower on adaptive coping strategies and externalizing problems and reported more 
adaptive coping strategies than sixth and seventh graders. Compared with boys, girls 
assessed a higher amount of perceived interpersonal stress and used more social 
support. Furthermore, girls scored higher on maladaptive coping strategies and 
emotional distress and results in lower on distraction than boys. On one hand, 
Problem-focused and emotion-focused coping were negatively related to emotional 
and behavioral problems, On the other hand, perceived stress and maladaptive coping 
was positively related with adjustment problems. These Relations were powerful in 
female than in male adolescents. 
Crockett, Iturbide, Torres Stone, Mcginly, Raffaelli, and Carlo (2007) explored 
the relations between acculturative stress and psychological functioning, as well as the 
protective role of social support and coping style, the sample of the study consisted of 
148 students (67% female, 33% male; mean age = 23.05 years, SD = 3.33). In 
vicariate analyses, acculturative stress was related with higher levels of anxiety and 
depressive symptoms. Moreover, active coping was related with better adjustment 
(lower depression), whereas avoidant coping predicted poorer adjustment (higher 
levels of depression and anxiety). Evaluations of interaction effects indicated that 
parental support and active coping buffered the impacts of high acculturative stress on 
anxiety symptoms and depressive symptoms. In addition, peer support paralleled the 
relation between acculturative stress and anxiety symptoms.  
Schroevers, Kraaij, and Garnefski (2007) investigated the goal disturbance, 
cognitive coping strategies, and adjustment to deferent types of stressful life event, 
and focused on (a) the relationships among goal disturbance, cognitive coping 
strategies, and depressive symptoms;, (b) deference’s across events in the 
relationships between cognitive coping strategies and depressive symptoms, and (c) 
divergences in goal disturbance, cognitive coping strategies, and depressive 
symptoms across deferent types of stressful event. The total samples of 132 college 
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students were complotted a questionnaire. These events were categorized into four 
deferent types of event. Moreover, depressive symptoms were measured. The results 
of this study provided that there is significant deference’s across events in the use of 
certain cognitive coping strategies. Regression analyses have been used and pointed 
that there is significant relationships between cognitive coping strategies and 
depressive symptoms. While, these relationships between cognitive coping strategies 
and depressive symptoms were rather uniform across the four types of event, the 
study has implications for developing interventions that help people to deal with stress 
and attain their personal goals. 
Abdullah, Elias, Uli, and Mahyuddin (2010) explored the relationship between 
coping and university adjustment and academic achievement amongst first year 
undergraduates in a Malaysian public university. The sample consisted of 250 students. 
The study employed a correlation design and data was analyzed using descriptive and 
inferential statistics to address the research objectives. The results of the study showed 
that there is a positive significant relationship between coping and their overall university 
adjustment, social adjustment, academic adjustment, personal-emotional adjustment, 
students’ bonding with the university, and academic achievement. In addition, students’ 
overall adjustment and academic accomplishment was found to be significantly predicted 
by their coping strategies throughout a period of one semester. 
Kausar and Powell (2011) explored the coping levels and psychological distress 
experienced by careers, in relation to the post-onset personality and physical changes in 
patients with neurological disorders. The sample of the study was 112 careers a close 
relative or a friend of patients. Estimate of the careers was carried out 4-18 months after 
the onset of neurological disorders in the patients. Coping was evaluated using the 
"ways of coping questionnaire". Psychological distress in careers was measured in 
terms of the subjective burden, anxiety and depression they experience. The Leeds' 
scales for anxiety and depression, and a 10 point rating scale were used to measure 
subjective burden in careers. Data were analyzed using t-test analysis, correlation and 
regression analyses. It was found that careers experienced an enormous amount of 
psychological distress. Those careers who were more dependent on emotion-focused 
coping styles results in greater distress as compared to those who depended more on 
problem-focused strategies. These findings have significant implications from the point 
of view of rehabilitation as well as that of community care. 
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Abbasnia, Hashemian, and Babakhani (2012) examined the relationship 
between copings styles with mental health and social adjustment of undergraduate 
students (A Case Study, Ilam Branch, Islamic Azad University, Iran), the total sample 
were 360students of Islamic Azad University of Ilam city. The results of this study 
indicated that the social adjustment can be used as a mediator in the relationship 
between coping styles and mental health in students. While there was a positive 
relation between problem solving coping style with mental health and social 
adjustment and a negative one between emotional copings style with mental health 
and social adjustment. In addition, the use of problem solving coping styles will 
improve mental health and social adjustment in students but the use of emotional 
coping styles leads to social adjustment and mental health problems among students. 
Rodriguez (2012) estimated of coping strategies and adjustment in children, 
based on four types of stressors school, family, peer interaction and health, whence of 
changes coping, school, stress, and social and clinical maladjustment, the sample of 
the study consisted of 402 students their age between 9 to 12 years. The study results 
presented that the coping variable with ACS, also stress and clinical maladjustment 
predict, with different effect, and the coping strategies appointed by children. 
Moreira and Canavarro (2013) investigated the psychosocial adjustment of 70 
partners of patients with breast cancer by comparing their emotional adjustment and 
quality of life (QoL) with 70 partners of women without cancer. The role of marital 
relationship in their adjustment and the moderating effect of group type were 
analyzed. The partners of patients with breast cancer showed higher levels of anxious 
and depressive symptomatology; poor social, psychological, general and physical 
QoL; and higher levels of intimacy. The moderation analysis showed that higher 
levels of intimacy predicted greater QoL and lower levels of depression and anxiety 
only among the partners of cancer patients. 
Dhyani and Singh (2013) assessed and compared the adjustment level of 
adolescents from foster home and biological nuclear families. The consisted of 90 
respondents: forty five (45) 14-18 year old adolescents from SOS Bhimtal and an equal 
number of adolescents from biological nuclear families of Bhimtal, itself. Adjustment 
level of the respondents was judged using a standardized adjustment. The result of the 
study showed that girls from both the family settings showed higher level of adjustment 
in all the domains than boys. Besides this, majority of the respondents from both the 
Chapter 2: Review of Literature  
 68 
family settings were founded to be average or above in all the domains of adjustment. 
However, approximately 25% of the study population was seen to be having 
dissatisfying adjustment level, as well. It was also observed that except on the 
educational adjustment factor, respondents from biological nuclear families were 
remarkably more socially, emotionally and compositely adjusted than their counterparts. 
Rohit (2013) aimed to find out the psychological adjustment among male and 
female willing to take divorce, the sample consisted of 160 people, 80 male and 80 
female. 2×2 factorial design was used and data were analysis by’F‘test. The results 
showed that there is no significant difference between the psychological adjustment of 
male and female willing to take divorce and there is significant difference of 
psychological adjustment between urban and rural area, urban area showed higher 
psychological adjustment than rural area. And there is no significant interaction effect 
of psychological adjustment between sex and area. 
Livneh and Martz (2014) the study investigated whether SCI survivors' use of 
coping resources (i.e., hope, sense of coherence) and coping strategies (e.g., 
engagement coping, seeking social support) influences their psychosocial adaptation, 
and whether their use of coping strategies parallel the effect of coping resources, after 
controlling for the influence of depression and anxiety, on psychosocial adaptation. 
The sample consisted of 95 individuals with SCI. The Results of the study indicated 
that coping resources and coping strategies were significantly associated with 
psychosocial adaptation. In addition, engagement coping explained a significant 
portion of the variance in psychosocial adaptation both individually and as an 
interactive variable with the two coping resources of sense of coherence and hope. 
The study concluded that both coping resources and strategies (particularly 
engagement coping) are reliably linked to adaptation to SCI. The findings further 
suggested that engagement coping positively influences psychosocial adaptation even 
when coping resources are mostly absent and implications for the field of 
rehabilitation are briefly outlined. 
Under the first heading, most of the studies were on “adjustment related to 
generalized anxiety disorder”. Few of the studies reported the relationship of 
adjustment with both depressive and anxiety symptoms, while few of them were 
revealed that anxiety was significantly and directly correlated with adjustment and its 
dimensions (emotional and social). 
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Secondly, several studies were in the context of “adjustment related to 
depression”. It was found that adjustment disorders and depressive disorders were 
significantly associated with lower performance and lower satisfaction with social 
support. However, some of the studies demonstrated that pre-event depressive 
symptoms were associated with an increased risk of poor depressive symptoms in terms 
of social and role functioning, well-being and general heath. In addition to this highly 
significant relationship between adjustment, depression and stress. Furthermore, some 
other studies stated that coping by seeking and reengaging in alternative and meaningful 
goals were related to less depressive symptoms. Lastly, anxiety disorders and the 
severity of residual depressive symptoms were the independent factors associated with 
poorer social adjustment among major depressive disorder patients. 
Third heading was concern with the “studies of coping related to GAD”. Few of 
them show that directional coping strategies were used by social evaluation trait 
anxiety patients. Furthermore, problem-focused coping strategies were associated 
with lower anxiety level. Some of them revealed that women specifically used more 
self-blaming coping strategies and experience greater level of anxiety as compared to 
their counterpart. In contrast to this it was also showed that male and female patient 
were used more problem focused strategies than emotional focused coping strategies.  
Fourth heading deals with “studies of coping related to depression”. Most of the 
studies reported that self confidence and optimistic coping strategies were used by 
patients. However, religion, acceptance use of instrumental support and active coping 
were the commonly used coping strategies among depression and anxiety patients. it 
was also clear from this literature that among the confrontive coping, seeking social 
support, accepting responsibilities, escape/avoidance and self control coping strategies 
in relation to gender where men tended to escape avoidance circumstances whereas 
women seeks more social support. Few studies also revealed that avoidant coping to 
be the maladaptive coping style as it was associated with increased anxiety, stress and 
depression, while problem-focused coping was associated with reduces depressive 
symptoms. In another study it was found that as avoidance coping strategies increased 
so the anxiety and depression levels of patients were decreased. ? Moreover, passive 
coping strategies mediate the relation between stress and depressive symptoms. 
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METHODOLOGY 
 
3.1 Participants 
The participants were university students, and patients suffering from major 
depressive disorder, generalized anxiety disorder (GAD) and mixed (major depressive 
disorder and GAD) were taken; sample was selected from Psychiatric Hospitals and 
Psychological clinics. For controlled group the data was collected from students from 
university campus. 
The study was carried out on 40 major depressive disorder, 39 GAD, 35 mixed group 
(major depressive disorder and GAD) patients and 44 normal subjects (controlled 
group). Each group was further divided with respect to demographic variables (age, 
gender, marital status and residential area). The classification of demographic 
characteristics of the sample are presented from Table 3.1 to 3.5. 
 
Table (3.1) 
Demographic Characteristics of the Sample 
 N Percent 
Major depressive 
disorder 
40 25.3 
Generalized Anxiety 
Disorder 
39 24.7 
Mixed group (major 
depressive disorder & 
generalized anxiety 
disorder) 
35 22.2 
Normal people 44 27.8 
Total 158 100.0 
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Table (3.2) 
Group * Age Cross Tabulation 
 
age 
Total 
18-21 22-25 
More 
than 25 
Group 
major depressive 
disorder 
32 5 3 40 
Generalized Anxiety 
Disorder 
20 15 4 39 
Mixed group (major 
depressive disorder & 
generalized anxiety 
disorder) 
18 8 9 35 
normal people 21 14 9 44 
Total 91 42 25 158 
 
 
 
Table (3.3) 
Group * Gender Cross Tabulation 
 
gender 
Total 
Male Female 
Group 
major depressive 
disorder 
35 5 40 
Generalized Anxiety 
Disorder 
29 10 39 
Mixed group (major 
depressive disorder & 
generalized anxiety 
disorder) 
26 9 35 
normal people 34 10 44 
Total 124 34 158 
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Table (3.4) 
Group * Marital Status Cross Tabulation 
 
Marital status 
Total 
Single Married 
Group 
Major depressive 
disorder 
24 16 40 
Generalized Anxiety 
Disorder 
28 11 39 
Mixed group (major 
depressive disorder & 
generalized anxiety 
disorder) 
26 9 35 
Normal people 29 15 44 
Total 107 51 158 
 
 
 
Table (3.5) 
Group * Residential area Cross Tabulation 
 
Residential Area 
Total 
Country 
side 
urban 
group 
major depressive 
disorder 
11 29 40 
Generalized Anxiety 
Disorder 
8 31 39 
Mixed group (major 
depressive disorder & 
generalized anxiety 
disorder) 
13 22 35 
normal people 18 26 44 
Total 50 108 158 
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Inclusion Criteria 
 Only those were selected who were suffering from major depressive disorder, 
generalized anxiety disorder and those who were suffering from both (Major 
depressive disorder, generalized anxiety disorder) that make mixed group. 
 Only those were selected who were clinically diagnosed by clinicians. 
 The sample population was university students both in clinical group and 
normal group. 
 Only those were selected whose age range from (18-35). 
 Only those were selected who were who were willing to participate in the 
study. 
Exclusion Criteria 
 Those who were suffering from other mood disorders (Dysthymia disorder) as 
well as other Anxiety disorders were excluded. 
 Those whose age below 18 was not included. 
 Those who were not willing were not included. 
3.2 Measures 
3.2.1 Personal Information Sheet 
        This was prepared by the investigator for collecting information about the 
participants’ age, gender, marital status, and residential area.  
3.2.2 Adjustment Scale  
Developed by Barakat (2006) adopted by the researcher to measure the 
university student's ability on social and psychological adjustment, the questionnaire 
consists of 30 items with two point scale (Agree: 2) or (Disagree: 1). 
Validity and Reliability   
The researcher investigated the validity and reliability of this scale by content 
validity, therefore, the scale items were viewed by experts of Master and PHD 
degrees in education and psychology, the experts averaged of 73-88 approval on the 
items, which is considered accepted in these types of the study also the researcher 
reached a reliability factor by reapplying the test after a time gab of three weeks 
investigated the same questionnaire on 32 persons of both sexes, the reliability factor 
reached (0.74) which is also accepted for this type of studies.  
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Disagree Agree 
1 2 
Relative importance, assigned due to:  
LevelofNumber
ClassMinimumClassMaximum
IntervalClass

  
0.33
3
1
3
12
IntervalClass 

  
 The Low degree from 1.00- 1.33  
 The Medium degree from 1.34 – 1.67 
 The High degree from 1.68 – 2.00 
And in this study the researcher translate the scale from Arabic to English and 
has been checking the reliability and validity of the scale for clarity and to provide a 
coherent research questionnaire. 
To determine the reliability of an instrument, the researcher used the internal 
consistency method i.e. Cronbach's alpha.  The reliability coefficient was found to be 
0.99. 
3.2.3 Ways of Coping Scale  
It was developed by Lazarus and Folkman (1988) as a measure of coping 
processes used in a particular stressful encounter. The questionnaire consists of (49) 
items having eight dimensions. 
 
 Confrontive Coping 
 Distancing 
 Self-controlling 
 Seeking social support 
 Accepting responsibility 
 Escape-Avoidance 
 Planful problem-solving   
 Positive reappraisal 
Chapter 3: Methodology 
75 
There were four response category and were scored as 0, 1, 2 & 3 respectively. 
Relative importance, assigned due to:  
LevelofNumber
ClassMinimumClassMaximum
IntervalClass

  
.001
3
3
3
03
IntervalClass 

  
 The Low degree from 0.00- 1.00  
 The Medium degree from 1.01 – 2.01 
 The High degree from 2.01 – 3.00 
In this study, the researcher translated the scale from English to Arabic and 
determined the reliability and validity of the scale.  
Reliability 
To calculate the stability of an instrument study, the researcher used the 
equation of internal consistency using test Cronbach's alpha shown in Table (3.2) the 
test results where the values of Cronbach alpha for all variables of the study and 
identification of generally higher (60) which is acceptable in the research and studies, 
which gives the questionnaire as a whole the reliability coefficient ranged between 
(0.70-.87), as shown in Table (3.2). 
Table (3.6) Cronbach Alpha Test of ways of coping questionnaire 
Dimensions Items Cronbach Alpha 
Confrontive Coping 6 0.77 
Distancing 6 0.81 
Self- Controlling 6 0.76 
Seeking social support 6 0.71 
Accepting responsibility 4 0.70 
Escape-Avoidance 8 0.87 
Planful Problem-Solving 6 0.78 
Positive reappraisal 7 0.81 
Total 49 0.97 
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The demographic questionnaire was used to access patient’s basic information 
such as sex, marital status, age, residential area. The question also included features 
related to anxiety, depression, GAD and mixed (both depression and GAD) and 
normal group. 
3.3 Procedure 
The researcher translated the original English test questionnaires into Arabic 
language to match sample of the study. Expert opinion was taken and their suggested 
comments were incorporated so the items conveyed the same meaning and made them 
easy to understand. The data was collected by mean of face to face interaction. For 
this purpose questionnaires were administered individually and the patients were 
informed that they were free to participate or not participate in the study and they 
could withdraw from the study anytime they desired. The total time taken by each 
subject averaged 30 minutes. 
The sample for the present study was drawn from the various hospitals/clinics 
and universities in Jordan. The sample was drawn through non probability purposive 
sampling. Following inclusion and exclusion criteria psychologists and psychiatrists 
were contacted to approach the clinical group. In the control group, normal healthy 
individuals were taken for the assessment. Their age range was similar to the clinical 
group i.e. 18 years and above. Only those individuals willing for the examination 
were engaged for conducting the study. 
3.4 Statistical Analysis Techniques 
To test the hypothesis which was formulated to examine adjustment and coping 
of clinically diagnosed patients of generalized anxiety disorder and major depressive 
disorder, a Statistical Package for Social Sciences (SPSS) as used. The following 
statistical techniques and tests were used in data analysis: 
1) Descriptive statistics like mean and S.D were used in the analysis. 
2) Cronbach's Alpha reliability (a) to measure strength of the correlation and 
coherence between questionnaire items and highlights the stability of 
consistency with which the instrument is measuring the concept and helps to 
assess the 'goodness' of a measure. 
3) Regression, ANOVA, Scheffe and MANOVA test were used to test the 
hypotheses. 
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3.5: Ethical Considerations 
1. Written informed consent was taken from all the participants. 
2. The universities, clinics and hospital managements were assured that the 
confidentiality of the results will be maintained. 
3. The researchers reassured the patients and hospital/clinic management that the 
research processes would not in way increase the symptompotalogy of the patients 
and hamper their clinical interventions. 
4. The universities, clinics and the hospital managements were informed about the 
implications of the study. 
5. The participants were informed that they could contact the investigator in case 
they need any psychological help. 
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RESULTS AND DISCUSSION 
 
Results are presented in three sections. The first section provides descriptive 
statistics of variables. The second section reports ANOVA and Scheffe test and the 
last section deals with Multivariate analysis. 
4.1 RESULTS 
Section 1  
Q1: What will be the level of adjustment in patients of generalized anxiety 
disorder, major depressive disorder, mixed and normal people? 
The study used Mean and S.D to show the level of adjustment in the patients of 
generalized anxiety disorder, depression, mixed and normal people. 
Table (4.1): Showing Mean and S.D scores on the level of Adjustment in the 
patients of generalized anxiety disorder, major  
depressive disorder, mixed and normal people 
 
Adjustment  Possible 
Value Mean S.D Level 
Major depressive disorder 1.08 0.14 Low 1.00-1.33 
Generalized anxiety disorder 1.15 0.33 Low 1.00-1.33 
Mixed 1.24 0.40 Low 1.00-1.33 
Normal People 1.87 0.13 High 1.68-2.00 
 
 The Low degree from 1.00- 1.33  
 The Medium degree from 1.34 – 1.67 
 The High degree from 1.68 – 2.00 
 
Table (4.1) showed that the level of Adjustment in the major depressive disorder 
was (1.08) with S.D (0.14) which is in the Low Level, and the level of adjustment in 
the generalized Anxiety disorder was (1.15) with S.D (0.33) and it’s in the Low level, 
while the level of adjustment in the mixed group was (1.24) with S.D (0.40) and it's in 
low level, finally the adjustment in the normal people was in the high level, mean 
value was (1.87) and S.D (0.13). 
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Q2: What are the level of different ways of coping in the patients of generalized      
anxiety disorder, major depressive disorder, mixed and normal people? 
The study used Mean and S.D to show the level of Ways of Coping in the 
patients of generalized anxiety disorder, major depressive disorder, mixed and normal 
people. 
 The Low degree from 0.00- 1.00  
 The Medium degree from 1.01 – 2.01 
 The High degree from 2.01 – 3.00 
Table (4.2): Showing Mean and S.D scores on the level Ways of Coping in the 
patients of generalized anxiety disorder, major depressive disorder, mixed and 
normal people 
Ways of Coping Group Mean 
Std. 
Deviation 
level 
Possible 
Value 
Confrontive Coping 
Major depressive 
disorder 
1.14 0.19 Medium 1.01 – 2.01 
Generalized Anxiety 
Disorder 
1.18 0.23 Medium 1.01 – 2.01 
Mixed group  
(major depressive 
disorder & GAD) 
1.00 0.13 Medium 1.01 – 2.01 
normal people 2.00 0.12 High 2.01 – 3.00 
Total 1.36 0.44 medium 1.01 – 2.01 
Distancing 
Major depressive 
disorder 
1.00 0.20 Medium 1.01 – 2.01 
Generalized Anxiety 
Disorder 
1.24 0.24 Medium 1.01 – 2.01 
Mixed group (major 
depressive disorder & 
GAD) 
1.08 0.12 Medium 1.01 – 2.01 
normal people 1.93 0.12 Medium 1.01 – 2.01 
Total 1.34 0.42 Medium 1.01 – 2.01 
Self Conftrolling 
major depressive 
disorder 
0.19 0.20 Low 0.00- 1.00 
Generalized Anxiety 
Disorder 
0.76 0.22 Low 0.00- 1.00 
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Mixed group (major 
depressive disorder & 
GAD) 
0.15 0.16 Low 0.00- 1.00 
normal people 2.86 0.15 High 2.01 – 3.00 
Total 1.07 1.16 Medium 1.01 – 2.01 
Seeking Social Support 
major depressive 
disorder 
0.35 0.31 Low 0.00- 1.00 
Generalized Anxiety 
Disorder 
0.56 0.30 Low 0.00- 1.00 
Mixed group (major 
depressive disorder & 
GAD) 
0.17 0.15 Low 0.00- 1.00 
normal people 2.86 0.14 High 2.01 – 3.00 
Total 1.06 1.15 Medium 1.01 – 2.01 
Accepting responsibility 
major depressive 
disorder 
0.22 0.30 Low 0.00- 1.00 
Generalized Anxiety 
Disorder 
0.62 0.32 Low 0.00- 1.00 
Mixed group (major 
depressive disorder  
 & GAD) 
0.14 0.20 Low 0.00- 1.00 
normal people 2.88 0.18 High 2.01 – 3.00 
Total 1.04 1.19 Medium 1.01 – 2.01 
Escape Avoidance 
major depressive 
disorder 
1.64 0.16 Medium 1.01 – 2.01 
Generalized Anxiety 
Disorder 
1.85 0.17 Medium 1.01 – 2.01 
Mixed group (major 
depressive disorder & 
GAD) 
1.83 0.11 Medium 1.01 – 2.01 
normal people 1.17 0.11 Medium 1.01 – 2.01 
Total 1.60 0.32 Medium 1.01 – 2.01 
Planful Problem Solving 
major depressive 
disorder 
0.39 0.37 Low 0.00- 1.00 
Generalized Anxiety 
Disorder 
0.53 0.33 Low 0.00- 1.00 
Mixed group (major 
depressive disorder & 
GAD) 
0.13 0.19 Low 0.00- 1.00 
normal people 2.89 0.18 High 2.01 – 3.00 
Total 1.06 1.18 Medium 1.01 – 2.01 
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Positive reappraisal 
major depressive 
disorder 
0.38 0.28 Low 0.00- 1.00 
Generalized Anxiety 
Disorder 
0.59 0.28 Low 0.00- 1.00 
Mixed group (major 
depressive disorder & 
GAD) 
0.16 0.18 Low 0.00- 1.00 
normal people 2.84 0.18 High 2.01 – 3.00 
Total 1.07 1.14 Medium 1.01 – 2.01 
Ways of Coping 
major depressive 
disorder 
0.66 0.16 Low 0.00- 1.00 
Generalized Anxiety 
Disorder 
0.92 0.15 Low 0.00- 1.00 
Mixed group (major 
depressive disorder & 
GAD) 
0.58 0.07 Low 0.00- 1.00 
normal people 2.43 0.07 High 2.01 – 3.00 
Total 1.20 0.78 Medium 1.01 – 2.01 
 
Table (4.2) Showed that the level of different Ways of Coping in the patients of 
generalized anxiety disorder, major depressive disorder, and mixed group were in the 
low level, total mean for major depressive patients was (0.66) with S.D (0.16), and this 
mean was in the low level, total mean of generalized anxiety patients was (0.92) with 
S.D. (0.15) also this mean was in the low level, total mean for mixed group was (0.58) 
with S.D (0.07) and its value was in the low level, on the other hand ways of coping 
was in the high level among normal people, total mean was (2.43) with S.D (0.07).  
 
Table (4.3): Showing Mean and S.D scores of major depressive disorder, 
generalized anxiety disorder, mixed and normal people on ways of coping scale 
Ways of Coping N Mean Std. Deviation 
Major depressive disorder 40 0.66 0.16 
Generalized Anxiety Disorder 39 0.92 0.15 
Mixed group (major depressive disorder & GAD) 35 0.58 0.07 
Normal people 44 2.43 0.07 
Total 158 1.20 0.78 
Table (4.3) proved that Ways of Coping was low in the patients of generalized 
anxiety disorder, major depressive disorder, and mixed as compared to normal people. 
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 SECTION 2  
H1 There will be no difference in adjustment of patients of generalized anxiety 
disorder, major depressive disorder, and mixed as compared to normal 
people. 
The researcher used One Way ANOVA test to show the differences in 
adjustment of patients of generalized anxiety disorder, major depressive disorder and 
mixed as compare to normal people, and table (4.4) show that 
 
 
Table (4.4): One way ANOVA indicating differences in adjustment of patients of 
generalized anxiety disorder, major depressive disorder, mixed as compared  
to normal people 
Adjustment     
 
 
Sum of 
Squares 
df 
Mean 
Square 
F Sig. 
Cohen d 
Size 
Effect 
Between Groups 16.828 3 5.609 78.388 .000 
38.634 
Within Groups 11.020 154 .072   
 
Total 27.849 157    
 
 
Table (4.4) provides significant differences at level of (0.05) on adjustment of 
patients of generalized anxiety disorder, major depressive disorder and mixed as 
compare to normal people (F) value was (78.388), and its significant at level of (0.05), 
and the study used Scheffe Test to show the source of differences, and the size effect 
is considered medium level because Cohen d value was (38.634). 
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Table (4.5): Indicating mean differences in adjustment of patients of generalized 
anxiety disorder, major depressive disorder, and mixed as compared to normal 
people 
 
(I) group (J) group 
Mean Difference  
(I-J) 
Sig. 
Major depressive 
disorder 
Generalized Anxiety Disorder -.06882- .728 
Mixed group (major 
depressive disorder & GAD) 
-.15869- .092 
normal people -.79008
*
 .000 
Generalized Anxiety 
Disorder 
major depressive disorder .06882 .728 
Mixed group (major 
depressive disorder & GAD) 
-.08987- .557 
normal people -.72125
*
 .000 
Mixed group (major 
depressive disorder & 
GAD) 
major depressive disorder .15869 .092 
Generalized Anxiety Disorder .08987 .557 
normal people -.63139
*
 .000 
Normal people 
major depressive disorder .79008
*
 .000 
Generalized Anxiety Disorder .72125
*
 .000 
Mixed group (major 
depressive disorder & GAD) 
.63139
*
 .000 
*The mean difference is significant at the .05 level. 
Table (4.5) Showed that the differences on adjustment in favor of Normal 
People. So the null hypothesis was rejected. 
 
H2 There will be a significant difference in the types and extent in coping of 
patients of generalized anxiety disorder, major depressive disorder, and 
mixed as compared to normal people. 
The researcher used One Way ANOVA test to show the differences in Ways of 
Coping of patients of generalized anxiety disorder, major depressive disorder and 
mixed as compare to normal people, and table (4.6) show that 
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Table (4.6): One Way ANOVA indicating differences in Ways of Coping of 
patients of generalized anxiety disorder, major depressive disorder, mixed as 
compared to normal people 
  
Sum of  
Squares 
df Mean Square F Sig. 
Cohen d 
Size 
effect 
Confrontive 
Between 
Groups 
25.964 3 8.655 288.450 .000 
33.510 
Within Groups 4.621 154 .030    
Total 30.585 157     
Distancing 
Between 
Groups 
22.554 3 7.518 239.471 .000 
36.901 
Within Groups 4.835 154 .031    
Total 27.388 157     
Self-Controlling 
Between 
Groups 
205.118 3 68.373 2.067E3 .000 
36.015 
Within Groups 5.095 154 .033    
Total 210.213 157     
Seeking Social Support 
Between 
Groups 
200.192 3 66.731 1.154E3 .000 
33.334 
Within Groups 8.906 154 .058    
Total 209.098 157     
Accepting responsibility 
Between 
Groups 
211.496 3 70.499 1.087E3 .000 
38.120 
Within Groups 9.986 154 .065    
Total 221.483 157     
Escape Avoidance 
Between 
Groups 
12.503 3 4.168 205.871 .000 
35.555 
Within Groups 3.118 154 .020    
Total 15.621 157     
Planful Problem Solving 
Between 
Groups 
205.956 3 68.652 875.842 .000 
38.476 
Within Groups 12.071 154 .078    
Total 218.027 157     
Positive reappraisal 
Between 
Groups 
195.527 3 65.176 1.169E3 .000 
34.365 
Within Groups 8.584 154 .056    
Total 204.111 157     
Ways of Coping 
Between 
Groups 
94.451 3 31.484 2.144E3 .000 
36.102 
Within Groups 2.261 154 .015    
Total 96.712 157     
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Table (4.6) provides significant differences at level of (0.05) on Ways of Coping, and 
all dimensions of patients of generalized anxiety disorder, major depressive disorder, 
mixed as compare to normal people. Size effect Cohen d for variables were (33.510, 
36.901, 36.015, 33.334, 38.120, 35.555, 38.476, 34.365, 36.102) respectively, and all 
values were in the medium level. 
  
Table (4.7): Indicating mean differences in Ways of Coping of patients of 
generalized anxiety disorder, major depressive disorder, mixed as compared to 
normal people 
Dependent 
Variable 
(I) group (J) group 
Mean Difference  
(I-J) 
Sig. 
Confrontive 
Major depressive disorder 
Generalized Anxiety 
Disorder 
-.04626- .704 
Mixed group (major 
depressive disorder 
& GAD) 
.13750
*
 .010 
normal people -.86629
*
 .000 
Generalized Anxiety 
Disorder 
Major depressive 
disorder 
.04626 .704 
Mixed group (major 
depressive disorder 
& GAD) 
.18376
*
 .000 
Normal people -.82003
*
 .000 
Mixed group (major 
depressive disorder & GAD) 
Major depressive 
disorder 
-.13750
*
 .010 
Generalized Anxiety 
Disorder 
-.18376
*
 .000 
Normal people -1.00379
*
 .000 
Normal people 
Major depressive 
disorder 
.86629
*
 .000 
Generalized Anxiety 
Disorder 
.82003
*
 .000 
Mixed group (major 
depressive disorder 
& GAD) 
1.00379
*
 .000 
Distancing Major depressive disorder 
Generalized Anxiety 
Disorder 
-.23515
*
 .000 
Mixed group (major 
depressive disorder 
& GAD) 
-.07202- .382 
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Normal people -.92386
*
 .000 
Generalized Anxiety 
Disorder 
Major depressive 
disorder 
.23515
*
 .000 
Mixed group (major 
depressive disorder 
& GAD) 
.16313
*
 .002 
Normal people -.68871
*
 .000 
Mixed group (major 
depressive disorder & GAD) 
Major depressive 
disorder 
.07202 .382 
Generalized Anxiety 
Disorder 
-.16313
*
 .002 
Normal people -.85184
*
 .000 
Normal people 
Major depressive 
disorder 
.92386
*
 .000 
Generalized Anxiety 
Disorder 
.68871
*
 .000 
Mixed group (major 
depressive disorder 
& GAD) 
.85184
*
 .000 
Self-Controlling 
Major depressive disorder 
Generalized Anxiety 
Disorder 
-.56474
*
 .000 
Mixed group (major 
depressive disorder 
& GAD) 
.03929 .832 
Normal people -2.66818
*
 .000 
Generalized Anxiety 
Disorder 
Major depressive 
disorder 
.56474
*
 .000 
Mixed group (major 
depressive disorder 
& GAD) 
.60403
*
 .000 
Normal people -2.10344
*
 .000 
Mixed group (major 
depressive disorder & GAD) 
Major depressive 
disorder 
-.03929- .832 
Generalized Anxiety 
Disorder 
-.60403
*
 .000 
Normal people -2.70747
*
 .000 
Normal people 
Major depressive 
disorder 
2.66818
*
 .000 
Generalized Anxiety 
Disorder 
2.10344
*
 .000 
Mixed group (major 
depressive disorder 
& GAD) 
2.70747
*
 .000 
Seeking Social 
Support 
Major depressive disorder 
Generalized Anxiety 
Disorder 
-.20972
*
 .002 
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Mixed group (major 
depressive disorder 
& GAD) 
.17917
*
 .018 
Normal people -2.51023
*
 .000 
Generalized Anxiety 
Disorder 
Major depressive 
disorder 
.20972
*
 .002 
Mixed group (major 
depressive disorder 
& GAD) 
.38889
*
 .000 
Normal people -2.30051
*
 .000 
Mixed group (major 
depressive disorder & GAD) 
Major depressive 
disorder 
-.17917
*
 .018 
Generalized Anxiety 
Disorder 
-.38889
*
 .000 
Normal people -2.68939
*
 .000 
Normal people 
Major depressive 
disorder 
2.51023
*
 .000 
Generalized Anxiety 
Disorder 
2.30051
*
 .000 
Mixed group (major 
depressive disorder 
& GAD) 
2.68939
*
 .000 
Accepting 
responsibility 
Major depressive disorder 
Generalized Anxiety 
Disorder 
-.40304
*
 .000 
Mixed group (major 
depressive disorder 
& GAD) 
.08304 .577 
Normal people -2.66193
*
 .000 
Generalized Anxiety 
Disorder 
Major depressive 
disorder 
.40304
*
 .000 
Mixed group (major 
depressive disorder 
& GAD) 
.48608
*
 .000 
Normal people -2.25889
*
 .000 
Mixed group (major 
depressive disorder & GAD) 
Major depressive 
disorder 
-.08304- .577 
Generalized Anxiety 
Disorder 
-.48608
*
 .000 
Normal people -2.74497
*
 .000 
Normal people 
Major depressive 
disorder 
2.66193
*
 .000 
Generalized Anxiety 
Disorder 
2.25889
*
 .000 
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Mixed group (major 
depressive disorder 
& GAD) 
2.74497
*
 .000 
Escape Avoidance 
Major depressive disorder 
Generalized Anxiety 
Disorder 
-.20561
*
 .000 
Mixed group (major 
depressive disorder 
& GAD) 
-.18839
*
 .000 
Normal people .47330
*
 .000 
Generalized Anxiety 
Disorder 
Major depressive 
disorder 
.20561
*
 .000 
Mixed group (major 
depressive disorder 
& GAD) 
.01722 .965 
Normal people .67890
*
 .000 
Mixed group (major 
depressive disorder & GAD) 
Major depressive 
disorder 
.18839
*
 .000 
Generalized Anxiety 
Disorder 
-.01722- .965 
Normal people .66169
*
 .000 
Normal people 
Major depressive 
disorder 
-.47330
*
 .000 
Generalized Anxiety 
Disorder 
-.67890
*
 .000 
Mixed group (major 
depressive disorder 
& GAD) 
-.66169
*
 .000 
Planful Problem 
Solving 
Major depressive disorder 
Generalized Anxiety 
Disorder 
-.13825- .191 
Mixed group (major 
depressive disorder 
& GAD) 
.26310
*
 .001 
Normal people -2.49470
*
 .000 
Generalized Anxiety 
Disorder 
Major depressive 
disorder 
.13825 .191 
Mixed group (major 
depressive disorder 
& GAD) 
.40134
*
 .000 
Normal people -2.35645
*
 .000 
Mixed group (major 
depressive disorder & GAD) 
Major depressive 
disorder 
-.26310
*
 .001 
Generalized Anxiety 
Disorder 
-.40134
*
 .000 
Normal people -2.75779
*
 .000 
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Normal people 
Major depressive 
disorder 
2.49470
*
 .000 
Generalized Anxiety 
Disorder 
2.35645
*
 .000 
Mixed group (major 
depressive disorder 
& GAD) 
2.75779
*
 .000 
Positive reappraisal 
Major depressive disorder 
Generalized Anxiety 
Disorder 
-.20751
*
 .002 
Mixed group (major 
depressive disorder 
& GAD) 
.21531
*
 .002 
Normal people -2.46558
*
 .000 
Generalized Anxiety 
Disorder 
Major depressive 
disorder 
.20751
*
 .002 
Mixed group (major 
depressive disorder 
& GAD) 
.42282
*
 .000 
normal people -2.25808
*
 .000 
Mixed group (Major 
depressive disorder & GAD) 
major depressive 
disorder 
-.21531
*
 .002 
Generalized Anxiety 
Disorder 
-.42282
*
 .000 
normal people -2.68089
*
 .000 
Normal people 
major depressive 
disorder 
2.46558
*
 .000 
Generalized Anxiety 
Disorder 
2.25808
*
 .000 
Mixed group (major 
depressive disorder 
& GAD) 
2.68089
*
 .000 
Ways of Coping 
Major depressive disorder 
Generalized Anxiety 
Disorder 
-.25129
*
 .000 
Mixed group (major 
depressive disorder 
& GAD) 
.08212
*
 .039 
normal people -1.76468
*
 .000 
Generalized Anxiety 
Disorder 
major depressive 
disorder 
.25129
*
 .000 
Mixed group (major 
depressive disorder 
& GAD) 
.33341
*
 .000 
normal people -1.51340
*
 .000 
Mixed group (Major 
depressive disorder & GAD) 
major depressive 
disorder 
-.08212
*
 .039 
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Generalized Anxiety 
Disorder 
-.33341
*
 .000 
normal people -1.84681
*
 .000 
Normal people 
major depressive 
disorder 
1.76468
*
 .000 
Generalized Anxiety 
Disorder 
1.51340
*
 .000 
Mixed group (major 
depressive disorder 
& GAD) 
1.84681
*
 .000 
*The mean difference is significant at the .05 level. 
 
Table (4.7) Shows significant difference on Confrontive Coping, Planful 
Problems-solving, and Distancing in favor of Normal People. Self-Controlling, 
Seeking social support, Accepting responsibility, and Positive reappraisal, and Total 
of Ways of Coping are also in favor of normal people then favor of generalized 
anxiety disorder.  
On the other hand the statistical significance differences were favor to 
generalized anxiety disorder in Escape-Avoidance. The hypothesis is accepted. 
 
H3 Coping will not be a significant predictor for adjustment in people with 
generalized anxiety disorder, major depressive disorder, mixed and normal 
people. 
The researcher used regressions to show the significant predictor for adjustment 
in generalized anxiety disorder, major depressive disorder, mixed and normal people. 
1- Major Depressive Disorder 
 
Table (4.8) Model Summary  
Model R R Square Adjusted R Square 
Std. Error of the 
Estimate 
1 .415
a
 .172 -.042- .14495 
a.  Predictors: (Constant), Positive reappraisal, Confrontive, Distancing, Accepting 
responsibility, Escape Avoidance, Self-Controlling, Planful Problem Solving, 
Seeking Social Support. 
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Table (4.9) ANOVA
b
  
Model Sum of Squares Df 
Mean 
Square 
F Sig. 
1 
Regression .135 8 .017 .805 .603
a
 
Residual .651 31 .021   
Total .787 39    
a.  Predictors: (Constant), Positive_reappraisal, Confrontive, Distancing, Accepting _ 
responsibility, Escape_Avoidance, Self_Conftrolling, Planful_Problem_Solving, 
Seeking_Social_Support 
b. Dependent Variable: adjustment 
 
Table (4.10) Coefficients
a
 
Model 
Unstandardized 
Coefficients 
Standardized 
Coefficients 
t Sig. 
B Std. Error Beta 
1 
(Constant) 1.099 .551  1.994 .055 
Confrontive .122 .221 .165 .551 .586 
Distancing -.343- .207 -.478- -1.653- .108 
Self_Conftrolling .006 .228 .008 .025 .981 
Seeking_Social_Support -.054- .198 -.120- -.274- .786 
Accepting_responsibility .003 .179 .006 .016 .988 
Escape_Avoidance .088 .231 .102 .381 .706 
Planful_Problem_Solving .261 .165 .682 1.586 .123 
Positive_reappraisal -.104- .224 -.204- -.464- .646 
a. Dependent Variable: adjustment 
 
The results Showed that Coping was not a significant predictor for adjustment 
in people with major depressive disorder, (t values) for Confrontive, Distancing, Self 
Controlling, Seeking Social Support, Accepting responsibility, Escape Avoidance, 
Planful problem solving, positive reappraisal were (0.551, 1.653, 0.025, 0.274, 0.016, 
0.381, 1.586, 0.464) respectively, and it’s not significant at level of (0.05) that assure 
Accept null hypothesis. 
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2- Generalized Anxiety Disorder 
 
Table (4.11) Model Summary 
Model R R Square 
Adjusted R  
Square 
Std. Error of the  
Estimate 
1 .606
a
 .367 .198 .29400 
a.  Predictors: (Constant), Positive reappraisal, Confrontive, Accepting responsibility, 
Distancing, Escape Avoidance, Self-Controlling, Seeking Social Support, Planful 
Problem Solving. 
Table (4.12) ANOVA
b 
Model 
Sum of  
Squares 
df Mean Square F Sig. 
1 
Regression 1.504 8 .188 2.175 .059
a
 
Residual 2.593 30 .086   
Total 4.097 38    
a.  Predictors: (Constant), Positive reappraisal, Confrontive, Accepting responsibility, 
Distancing, Escape Avoidance, Self-Controlling, Seeking Social Support, Planful 
Problem Solving 
b.  Dependent Variable: adjustment 
 
Table (4.13) Coefficients
a 
Model 
Unstandardized 
Coefficients 
Standardized 
Coefficients t Sig. 
B Std. Error Beta 
1 
(Constant) 1.611 1.264  1.275 .212 
Confrontive -.824- .340 -.566- -2.423- .022 
Distancing .355 .258 .257 1.376 .179 
Self-Controlling -.626- .379 -.411- -1.650- .109 
Seeking Social 
Support 
.226 .319 .207 .707 .485 
Accepting 
responsibility 
.424 .249 .411 1.705 .099 
Escape Avoidance -.036- .473 -.019- -.076- .940 
Planful Problem 
Solving 
.310 .326 .311 .951 .349 
Positive reappraisal .110 .376 .093 .293 .772 
a.  Dependent Variable: adjustment 
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The results Showed that Coping was not a significant predictor for adjustment in 
people with Generalized Anxiety Disorder, (t values) for Distancing, Self-Controlling, 
Seeking Social Support, Accepting responsibility, Escape Avoidance, Planful problem 
solving, positive reappraisal were (1.376, 1.650, 0.707, 1,750, 0.076, 0.951, 0.293) 
respectively, and it's not significant at level of (0.05) that assure Accept null 
hypothesis.  
 
3- Mixed Group (Major Depressive Disorder & GAD) 
 
Table (4.14) Model Summary 
Model R R Square 
Adjusted R  
Square 
Std. Error of the 
Estimate 
1 .396
a
 .157 -.103- .41962 
a.  Predictors: (Constant), Positive reappraisal, Accepting responsibility, Distancing, 
Confrontive, Escape Avoidance, Self-Controlling, Planful Problem Solving, 
Seeking Social Support. 
 
 
Table (4.15) ANOVA
b 
Model Sum of Squares df 
Mean 
Square 
F Sig. 
1 
Regression .850 8 .106 .603 .767
a
 
Residual 4.578 26 .176   
Total 5.428 34    
a.  Predictors: (Constant), Positive reappraisal, Accepting responsibility, Distancing, 
Confrontive, Escape Avoidance, Self Controlling, Planful Problem Solving, 
Seeking Social Support 
b.  Dependent Variable: adjustment 
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Table (4.16) Coefficients
a
 
Model 
Unstandardized 
Coefficients 
Standardized 
Coefficients t Sig. 
B Std. Error Beta 
1 
(Constant) 1.275 1.482  .860 .397 
Confrontive .777 .653 .261 1.189 .245 
Distancing .075 .721 .023 .105 .918 
Self-Controlling .116 .630 .046 .183 .856 
Seeking Social 
Support 
.009 .700 .003 .013 .989 
Accepting 
responsibility 
.456 .440 .222 1.035 .310 
Escape Avoidance -.498- .689 -.141- -.723- .476 
Planful Problem 
Solving 
-.603- .506 -.287- -1.191- .244 
Positive reappraisal .113 .566 .052 .199 .843 
a.  Dependent Variable: adjustment 
The results Showed that Coping was not a significant predictor for adjustment 
in people with Mixed Group, (t values) for Confrontive, Distancing, Self-Controlling, 
Seeking Social Support, Accepting responsibility, Escape Avoidance, Panful problem 
solving, positive reappraisal were (1.189, 0.105, 0.183, 0.013, 1.035, 0.723, 1.191, 
0.199) respectively, and it's not significant at level of (0.05) that assure Accept null 
hypothesis. 
4- Normal People  
Table (4.17) Model Summary 
Model R R Square 
Adjusted R  
Square 
Std. Error of the Estimate 
1 .457
a
 .209 .028 .12653 
 
a.  Predictors: (Constant), Positive reappraisal, Accepting responsibility, Confrontive, 
Distancing, Escape Avoidance, Self-Controlling, Planful Problem Solving, Seeking 
Social Support. 
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Table (4.18) ANOVA
b
 
Model 
Sum of 
Squares 
Df Mean Square F Sig. 
1 
Regression .148 8 .019 1.158 .352
a
 
Residual .560 35 .016   
Total .709 43    
a.  Predictors: (Constant), Positive reappraisal, Accepting responsibility, Confrontive, 
Distancing, Escape Avoidance, Self-Controlling, Planful Problem Solving, Seeking 
Social Support 
b.  Dependent Variable: adjustment 
 
Table (4.19) Coefficients
a
 
Model 
Unstandardized 
Coefficients 
Standardized 
Coefficients t 
 
Sig. 
B Std. Error Beta 
1 
(Constant) 1.190 .767  1.551 .130 
Confrontive -.290- .191 -.275- -1.517- .138 
Distancing .355 .195 .336 1.999 .041 
Self-Controlling .030 .175 .035 .172 .865 
Seeking Social 
Support 
.349 .187 .386 1.963 .050 
Accepting 
responsibility 
-.080- .128 -.114- -.621- .539 
Escape Avoidance .145 .193 .122 .749 .459 
Planful Problem 
Solving 
.191 .148 .266 1.294 .204 
Positive reappraisal -.350- .157 -.502- -2.233- .032 
a. Dependent Variable: adjustment 
 
Results showed that coping was not significant predictor for adjustment in 
Normal People, (t values) for Confornitive, Self-Controlling, Accepting responsibility, 
Escape Avoidance and Panful problem solving, were (1.517, 0.172, 0.621, 0.749, 
1.294) respectively, which were not significant at level of (0.05) that assure Accept null 
hypothesis. But t values for Distancing, Seeking Social Support and Positive reappraisal 
were (1.999, 1.963, 2.233) respectively and were significant at level of (0.05) 
suggesting partial acceptance of null hypothesis. 
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SECTION 3 
H4 There will be no influence of demographic variables on coping and adjustment 
in generalized anxiety disorder, major depressive disorder, mixed and normal 
people. 
The researcher used multivariate test to identify the influence of demographic 
variables, and table (4.20) show that: 
Table (4.20) Multivariate Tests
c
 
Effect Value F 
Hypothesis 
df 
Error df Sig. 
Intercept Pillai's Trace .981 3.854E3
a
 2.000 148.000 .000 
 Wilks' Lambda .019 3.854E3
a
 2.000 148.000 .000 
 
Hotelling's 
Trace 
52.077 3.854E3
a
 2.000 148.000 .000 
 
Roy's Largest 
Root 
52.077 3.854E3
a
 2.000 148.000 .000 
Age Pillai's Trace .033 1.236 4.000 298.000 .296 
 Wilks' Lambda .968 1.229
a
 4.000 296.000 .299 
 
Hotelling's 
Trace 
.033 1.222 4.000 294.000 .302 
 
Roy's Largest 
Root 
.023 1.722
b
 2.000 149.000 .182 
Gender Pillai's Trace .012 .865
a
 2.000 148.000 .423 
 Wilks' Lambda .988 .865
a
 2.000 148.000 .423 
 
Hotelling's 
Trace 
.012 .865
a
 2.000 148.000 .423 
 
Roy's Largest 
Root 
.012 .865
a
 2.000 148.000 .423 
Marital Pillai's Trace .003 .251
a
 2.000 148.000 .778 
 Wilks' Lambda .997 .251
a
 2.000 148.000 .778 
 
Hotelling's 
Trace 
.003 .251
a
 2.000 148.000 .778 
 
Roy's Largest 
Root 
.003 .251
a
 2.000 148.000 .778 
Area Pillai's Trace .008 .573
a
 2.000 148.000 .565 
 Wilks' Lambda .992 .573
a
 2.000 148.000 .565 
 
Hotelling's 
Trace 
.008 .573
a
 2.000 148.000 .565 
 
Roy's Largest 
Root 
.008 .573
a
 2.000 148.000 .565 
Group Pillai's Trace 1.071 57.303 6.000 298.000 .000 
 Wilks' Lambda .021 2.893E2
a
 6.000 296.000 .000 
 
Hotelling's 
Trace 
41.762 1.023E3 6.000 294.000 .000 
 
Roy's Largest 
Root 
41.657 2.069E3
b
 3.000 149.000 .000 
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Table (4.20) MANOVA Test showing the influence of demographic variables on 
coping and adjustment in generalized anxiety disorder, major depressive disorder, 
mixed (major depressive disorder and generalized anxiety disorder), and normal people. 
 
Table (4.21) Tests of Between-Subjects Effects 
Source 
Dependent 
Variable 
Type III 
Sum of 
Squares 
df 
Mean 
Square 
F Sig. 
Corrected 
Model 
Adjustment 17.191
a
 8 2.149 30.043 .000 
Coping 94.498
b
 8 11.812 794.852 .000 
Intercept 
Adjustment 138.644 1 138.644 1.938E3 .000 
Coping 100.251 1 100.251 6.746E3 .000 
Age 
Adjustment .246 2 .123 1.722 .182 
Coping .023 2 .012 .778 .461 
Gender 
Adjustment .088 1 .088 1.236 .268 
Coping .004 1 .004 .283 .595 
Marital 
Adjustment .000 1 .000 .004 .952 
Coping .007 1 .007 .504 .479 
Area 
Adjustment .046 1 .046 .638 .426 
Coping .010 1 .010 .693 .407 
Group 
Adjustment 16.832 3 5.611 78.439 .000 
Coping 92.123 3 30.708 2.066E3 .000 
Error 
Adjustment 10.658 149 .072   
Coping 2.214 149 .015   
Total 
Adjustment 318.510 158    
Coping 323.950 158    
Corrected 
Total 
Adjustment 27.849 157    
Coping 96.712 157    
 
The result showed that demographic variables did not influence significantly on 
Adjustment and Coping for generalized anxiety disorder, major depressive disorder, 
mixed (major depressive disorder and generalized anxiety disorder), and normal 
people. However there was significant differences between (generalized anxiety 
disorder, major depressive disorder, mixed (major depressive disorder and generalized 
anxiety disorder), and normal people) on Adjustment and Coping.  
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Table (4.22): Indicating mean Differences between group on Adjustment and 
Coping 
Dependent 
Variable 
(I) group (J) group 
Mean Difference 
(I-J) 
Sig. 
Adjustment 
Major depressive 
disorder 
Generalized Anxiety 
Disorder 
-.06882- .728 
Mixed group (major 
depressive disorder & 
generalized anxiety 
disorder) 
-.15869- .092 
normal people -.79008
*
 .000 
Generalized Anxiety 
Disorder 
major depressive 
disorder 
.06882 .728 
Mixed group (major 
depressive disorder & 
generalized anxiety 
disorder) 
-.08987- .557 
normal people -.72125
*
 .000 
Mixed group (major 
depressive disorder & 
generalized Anxiety 
disorder) 
major depressive 
disorder 
.15869 .092 
Generalized Anxiety 
Disorder 
.08987 .557 
normal people -.63139
*
 .000 
normal people 
major depressive 
disorder 
.79008
*
 .000 
Generalized Anxiety 
Disorder 
.72125
*
 .000 
Mixed group (major 
depressive disorder & 
generalized anxiety 
disorder) 
.63139
*
 .000 
Coping 
major depressive 
disorder 
Generalized Anxiety 
Disorder 
-.25129
*
 .000 
Mixed group (major 
depressive disorder & 
GAD) 
.08212
*
 .039 
Normal people -1.76468
*
 .000 
Generalized Anxiety 
Disorder 
major depressive 
disorder 
.25129
*
 .000 
Mixed group (major 
depressive disorder & 
GAD) 
.33341
*
 .000 
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normal people -1.51340
*
 .000 
Mixed group (major 
depressive disorder & 
generalized anxiety 
disorder) 
major depressive 
disorder 
-.08212
*
 .039 
Generalized Anxiety 
Disorder 
-.33341
*
 .000 
normal people -1.84681
*
 .000 
normal people 
major depressive 
disorder 
1.76468
*
 .000 
Generalized Anxiety 
Disorder 
1.51340
*
 .000 
Mixed group (major 
depressive disorder & 
GAD) 
1.84681
*
 .000 
*. The mean difference is significant at the 0.05 level. 
Table (4.22) Showed that there is significant Differences in Adjustment level 
between Major depressive disorder, Generalized Anxiety Disorder, Mixed group 
(major depressive disorder & generalized anxiety disorder) and Normal People, and 
the differences were in favor of Normal People. 
And Table (4.22) Showed that there is significant Differences in Ways of 
Coping level between Major depressive disorder, Generalized Anxiety Disorder, 
Mixed group (major depressive disorder & generalized anxiety disorder) and Normal 
People, and the differences were in favor of Normal People, then in favor of 
generalized Anxiety disorder patients, then in favor of major depressive disorder 
patients, finally the differences was favor to Mixed (major depressive disorder& 
generalized anxiety disorder) . 
4.2 Discussion 
The primary objective of our study was to explore the type of different coping 
mechanism used by patients of major depressive disorder, GAD and mixed (major 
depressive disorder and GAD) and normal groups and their level of adjustment. Another 
objective was to explore the influence of certain demographics factors like age, gender, 
marital status, area of location on adjustment and coping in clinical and normal groups. 
Results of this study revealed that the adjustment level was low in major 
depressive disorder, GAD, and mixed groups, while in normal people there was high 
level of adjustment. Normal people scored higher as compared to the clinical group on 
total ways of coping 
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Significant difference was found out on adjustment between three clinical 
groups and normal people. Normal people used more coping strategies and scored 
significantly higher on the adoptive coping techniques. 
Applying regression analysis, coping was not found to be a significant predictor 
for adjustment in all the clinical groups, but some coping techniques emerged as 
significant predictors of adjustment in normal people. 
Finally, significant influence of demographic factors was not found on adjustment 
and coping in clinical group. Clinical groups were found significantly different from 
normal group on the level of adjustment and ways of coping. 
Results of the previous studies supported the findings of the present 
study(Endler & Parker, 1999; Rohde, Lewinsohn, Tilson, & Seeley, 1990; Uqdah, 
Tyler, & DeLoach, 2009). Studies have shown that a dysfunctional coping skill leads 
to issues in psychological, emotional, social adjustment and depressive symptoms 
(Christian & McCabe, 2011). Both cross-sectional and longitudinal studies also 
reported that emotion oriented (avoidance coping) was positively related to more 
depressive symptoms and that more frequent use of problem oriented (active 
strategies) was related to less depressive symptoms. The active strategies may act as 
adaptive coping strategies in times of stress and protect against symptoms of 
depression (Koenig, Cohen, & Blazer, 1992). 
Coping strategies employed by people mediate the link between the stress and 
its outcome. They often act as mediating factor. The outcome of the stressful situation 
is a function of the coping strategy used by an individual. It might act as a buffer 
against stress or might be directly or indirectly a contributing factor toward 
psychological distress which lead to negative psychological states like excessive 
anxiety, depression or anger. Kasi, Kassi, and Khawar (2007) argue that different 
individuals use different strategies for coping with negative affective state and 
associated life problems. Strategies are developed to identify means to reduce stress. 
Such coping mechanisms are important both in periods of acute stress/emergencies 
(such as hurricane disasters) as well as in patients suffering from chronic illnesses 
such as depression, anxiety disorders, HIV. “Active coping” has been associated with 
lower levels of anxiety in accident and emergency house officers. Coping by 
“venting” on the other hand, produced greater levels of anxiety and depression 
(McPherson, Hale, Richardson, & Obholzer, 2003). 
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Coping mechanisms are also associated with the patients’ understanding of his 
disease/symptoms and the ways in which they manage their illness. For example, 
endorsement of depressive symptoms was found to be associated with more self-
blame and emotional venting. Perceived negative consequences of depression led to 
more active coping, religious coping, and self-blame, whereas perception of disease as 
chronic led to less planning on the part of the patient ( Brown, Jacob, & Palenchar, 
2001). 
The current study indicate that patient groups of major depressive disorder, 
generalized anxiety disorder and group of mixed (GAD and major depressive 
disorder) were found to be involved less in adaptive coping strategies like social 
support, planful problem solving, accepting responsibility and positive reappraisal and 
more in maladaptive coping strategies like escape-avoidance. This study also found 
that the normal group reported to be using more effective coping strategies. 
Orzechowska, Zajączkowska, Talarowska, and Gałecki ( 2013) also found in their 
research that effective coping styles were used less frequently by individuals with 
symptoms of anxiety and depression, with humor (9.6%), behavioral disengagement 
(7.7%), and substance use (5.8%) being used least frequently. These researchers also 
found that of the 14 coping styles they studied, the most frequently used strategies 
were religion (48.1%), acceptance (34.6%), use of instrumental support (32.7%), 
active coping (30.8%), planning (28.8%), and use of emotional support (28.8%), 
using the particular coping style on a moderate (“I do this most of the time”) to 
frequent (“I do this all the time”) basis in a group of people who did not report the 
symptoms of anxiety and depression. 
An engagement coping style entails active efforts to confront and attempt to 
resolve a stressor; whereas, disengagement often involves efforts to avoid or suppress 
thoughts and emotions concerning the stressor. Differences in coping style has shown 
disengagement, or avoidant-type, coping strategies to be associated with greater 
disruptions in emotion regulation and distress tolerance, as well as difficulty in 
obtaining beneficial social support, all of which could be helpful in dealing with 
stressful events. 
The use of some of these coping styles may prove beneficial for the person. 
Koenig, Cohen, and Blazer (1992) in their study on the coping mechanisms and 
depression in elderly medically ill men, found that a high proportion of the 
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respondents sought comfort in religious beliefs and practices. This in turn was 
inversely related to their severity of depression. The present finding highlights the 
importance of adaptive coping strategies as a buffer against depression and other 
negative psychological states. It also implies that maladaptive coping strategies are 
associated with negative psychological states like anxiety, and depression. This has 
also been found in the current research. 
The negative association between maladaptive coping like escape-avoidance 
and depression was also found in a research work by Rohde, Lewinsohn, Tilson, and 
Seeley (1990). Their findings are consistent with the current research. In another 
study, Christian and McCabe (2011) also found that maladaptive coping like self-
blame and distancing were more used by people with depression. The findings of the 
current study are also consistent with their findings. 
The findings of the current study are similar with the study of Billings and 
Moos (1984) in which they found that individuals’ emotion-focused strategies in the 
realm of affective-avoidant (e.g., social withdrawal, self-criticism) or affective-
confrontational (e.g., emotional discharge) strategies were associated with more 
depressive symptomatology. Their study also suggests that avoidant coping strategy is 
associated with depression. 
Avoidance coping strategies have been positively correlated with anxiety and 
depression (Endler & Parker, 1999; Uqdah, Tyler, & DeLoach, 2009). This has also 
been found in the current research. 
Maladaptive coping has been found to be the best predictors of depression, 
anxiety, and stress among young college students (Mahmoud, Staten, Hall, & Lennie, 
2012) and also of depressed mood among college students (Chan, 2012). Low task-
focused and high emotional oriented coping were related to emotional and behavioral 
problems, whereas perceived stress and emotion or avoidant coping were associated 
with adjustment problems among 10- to 14-year-old adolescents (Hampel & 
Peterman, 2006). Engagement coping may also inherently provide greater access to 
internal (e.g., self-efficacy, resilience, social competence) and external (i.e., one’s 
ability to acquire social support) protective factors (Aspinwall & Taylor, 1992). 
Research has shown that engagement coping style mediates factors such as self-
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esteem, optimism, and locus of control in predicting successful adjustment to college, 
which is viewed as a fairly reliable indicator of overall psychological health, better 
adjustment and well-being. The better adjustment of normal group can be understood 
on the possibility of using effective coping strategies. 
Clinical conditions like major depressive disorder, GAD, and mixed (GAD 
and major depressive disorder) significantly impair their overall day to day 
functioning. People with generalized anxiety disorder are pre occupied with constant 
worry, tension and threat of an unknown. This often lead them to avoid many 
situations related to their interpersonal, and occupational functioning. This in turn 
might lead to their poor adjustment. 
People with major depressive disorder often have pessimistic outlook, they do 
not experience pleasures of their usual pleasurable activities. They often experience 
irritability and anger because of their clinical condition. This might often lead others to 
avoid them which in turn increase their irritability and anger toward people. This 
vicious cycle goes on and leads to their poor interpersonal relationship and adjustment.  
People with mixed (GAD and major depressive disorder) often have poor 
social skills, and have difficulty initiating relationship, communicating effectively 
which often might be the cause of their poor adjustment. These patients also have 
difficulty in attention and memory. This could also be the reason of their poor 
functioning in their day to day life and hence poor adjustment. 
In general, the findings of this study shows that normal people have higher level 
of adjustment because they used active coping like positive reinterpretation, accepting 
responsibility, seeking social support and cognitive coping that contributed to their 
emotional well-being. 
        It is thus assumed that coping styles are cognitive in nature and are able to 
manage stress and specific individuals demand. A persons psychological and social 
style of interaction with the world can be a good indicators of the use of coping 
strategies and adaptation to stressful situation. Fang (1996) reported that Chinese 
students chose a variety of coping strategies to adjust to emotional, physical and 
mental status. Those whose coping strategies were based on a positive attitude and 
active approach towards dealing with the stress had better outcomes. 
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Another possible explanation for significant difference between clinical group 
and normal group on adjustment is that active coping strategies used by normal 
people enhances their self-esteem, personal control and improves adjustment rather 
than avoidance coping with stress. Confronting with problems makes individual 
optimistic and directly influences the level of adjustment. Previous researches 
reported the positive relationship between maladaptive coping strategies and different 
disorders (Endler & Parker, 1990; Holahan, Moss, & Schaefer,1996). Selffge-Krenke 
(2000) stated that children and adolescents with pathological behavior use 
maladaptive coping strategies, which in the future can increase their pathological 
behaviours, resulting in a vicious cycle. 
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CONCLUSIONS, IMPLICATIONS, AND FUTURE 
RESEARCH SUGGESTIONS 
 
5.1 Conclusions 
This study reveals a better understanding of the role of coping factors in various 
clinical groups and normal people. In general, findings from the study shows the 
similarities of ways of coping in clinical groups and their level of adjustment as 
compare to normal groups. There is a close relationship between poor coping and low 
level of adjustment in clinical groups. Normal groups used more adaptive coping 
strategies like seeking social support, positive reappraisal in managing stress of life. 
The use of less active (more passive) coping strategies has been associated with 
increased symptoms of different types of psychopathologies. 
Therefore, it was hypothesized that clinical groups would employ low level and 
less active and more passive coping techniques as compared to normal people who are 
thought to use more enhancing mental health coping strategies (i.e. more active and 
less passive) to deal with stress of life, and this has been confirmed. 
According to Folkman and Lazarus (1988), “it is how individual cope with 
stress, not stress per se that influence their psychological wellbeing, social function 
and somatic health”. Thus, choice of coping strategies is an important behavioral 
aspects of personality that has been associated with psychopathologies.  
Furthermore, in order to examine the influence of demographic variables (age, 
gender, marital status and area [location of clinical and normal groups] Multivariate 
analysis was conducted, no significant effect was found out on adjustment and ways 
of coping in relation to these variables, suggesting they are not contributing in the 
development of psychopathologies and determining level of adjustment in various 
clinical group and normal group. Moreover, clinical groups were significantly 
different from normal people on adjustment and ways of coping.  
In the light of the present study, it is therefore important to empower patients with 
positive coping styles or discourage negative coping styles to improve their overall 
quality of life, thus informing clinicians/psychiatrists that coping behavior could be 
modified as coping by venting produced greater level of anxiety and depression.  
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5.2 Implications of the Study 
The findings of the present study suggest the use of coping techniques as the 
most protective resource. For this, a variety of intervention /approaches can be 
developed to prevent depression and anxiety among the people. 
Results suggest the provision of university guidance and counseling board for 
the introduction of interventions programs to help students to deal their psycho-social 
and emotional issues. 
The teaching and learning pedagogical approach, teacher-student relationship 
and incorporating coping, management of stress related curriculum that could help 
reduce depression levels and enhance adjustment level among students. 
The findings support the continued use of psychosocial interventions to help 
patients better manage their stress and pressure of life by devising appropriate 
programs that encourage adaptive attributions (e.g., Self-efficacy and coping, 
employing active oriented coping strategies). 
5.3 Future Research Suggestions 
Findings of the above study suggest the importance of interdependence of 
stress, coping and adjustment. There is a need to conduct studies that would examine 
the role of source of stress among university students and possible mediation and 
moderation effect of coping on adjustment.  
There is a need to conduct longitudinal and experimental studies that could 
clarify the causal nature of the relationship between the psychosocial variables- like 
educational aspiration of students, academic pressure, sociopolitical system, fear of 
avoidance and fear of failure with coping, and adjustment in clinical and normal 
groups. 
Further research should assess the effectiveness of relaxation techniques, 
meditation, Mindfulness Base Stress Reduction (MBSR), problem solving skills to 
help patients achieve their valued life goals. 
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APPENDIX (3.1): PERSONAL INFORMATION SHEET IN 
ENGLISH VERSION 
 
Dear Respondent, 
The researcher is conducting a study entitled “Adjustment and coping of 
clinically diagnosed patients of generalized anxiety disorder and depression” For 
PhD in Clinical Psychology. In order to complete the research you are kindly 
requested to fill up the Following questionnaire. Please read the following statements 
and tick (√) the option to which extent you agree with each of them. The results of the 
questionnaire will be used for Research purposes and kept confidential. Your 
participation would be greatly appreciated. 
 
 
Personal Information Sheet: - 
 
Age:    18-21 (  ) 22-25 (  ) More than 25 (  )    
Gender:   Male (  ) Female (  ) 
Marital status: Single (  ) Married (  ) 
Area residential:      Urban (  ) Country Side (  ) 
 
 
 
 
 
                       Researcher 
Anas Ali Al-Tarawneh 
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APPENDIX (3.2): ADJUSTMENT QUESTIONNAIRE ENGLISH VERSION 
 
No. Items Agree Disagree 
1 
Generally speaking, do you feel that the 
people around, treats you badly? 
  
2 
Do you feel uncomfortable with the social 
norms around you? 
  
3 
Do you usually feel lonely, even though 
that you are with others? 
  
4 
Do you always have hatred feelings for 
others? 
  
5 
Do you feel that you are not praised by 
others? 
  
6 
Do you usually tend to be isolated or 
introverted, most of the time? 
  
7 
Do you worry so much when you are 
counter with insults from others? 
  
8 
Do you feel that you are less efficient than 
your colleagues? 
  
9 
Do you feel that you are unable to compete 
with your colleagues? 
  
10 
Do you usually feel that you are unable to 
deal with others? 
  
11 
Do you feel uncomfortable when you are 
dealing with you opposite sex? 
  
12 
Do you feel that people ridicules you and 
your opinions? 
  
13 Do you suffer from inferiority?   
14 
Do you feel that you can’t be in harmony 
with others? 
  
Appendixes 
 
2 
15 
Do you think that others don’t understand 
you and they think that you have 
exceptional opinions? 
  
16 
Do you worry so much about the bad luck 
that may happen to you in the future? 
  
17 
Do you usually feel dissatisfied about 
yourself? 
  
18 
Do you feel that you are not adopted with 
life? 
  
19 Do you feel that life is a heavy burden?   
20 Do you get furious rapidly?   
21 
Do you have mood swing between sadness 
and happiness? 
  
22 Do you feel that you are unsuccessful?   
23 
Do you think that the future is going to be 
worst that presents? 
  
24 Do you suffer self confidence?   
25 Do you feel uncomfortable with yourself?   
26 Do you usually feel that you have anorexia?   
27 
Do you feel that you are no getting your 
rights in your life? 
  
28 
Did you find yourself frustrated and 
suppressed easily? 
  
29 Do you feel that there is no goal in your life?   
30 Do you always feel boredom?   
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APPENDIX (3.3): WAYS OF COPING QUESTIONNAIRE ENGLISH VERSION 
D
im
en
si
o
n
 
Items 
Not  
Used 
Used 
Somewhat 
Used Quite  
A Bit 
Used  
A Great 
Deal 
C
o
n
fr
o
n
ti
v
e 
co
p
in
g
 
Stood my ground and fought for what I wanted.     
Tried to get the person responsible to change his 
or her mind. 
    
I expressed anger to the person(s) who caused 
the problem. 
    
I let my feelings out somehow.     
Took a big chance or did something very risky.     
I did something which I didn’t think would 
work, but at least I was doing something. 
    
D
is
ta
n
ci
n
g
 
Made light of the situation; refused to get too 
serious about it. 
    
Went on as if nothing had happened.     
Didn’t let it get to me; refused to think too much 
about it. 
    
Tried to forget the whole thing.     
Looked for the silver lining, so to speak; tried to 
look on the bright side of things. 
    
Went along with fate; sometimes I just have bad 
luck. 
    
S
el
f-
C
o
n
tr
o
ll
in
g
 
I tried to keep my feelings to myself.     
Kept others from knowing how bad things were.     
Tried not to burn my bridges, but leave things 
open somewhat. 
    
I tried not to act too hastily or follow my first 
hunch. 
    
I tried to keep my feelings from interfering with 
other things too much. 
    
I thought about how a person I admire would 
handle this situation and used that as a model. 
    
S
ee
k
in
g
 S
o
ci
a
l 
S
u
p
p
o
rt
  
Talked to someone to find out more about the 
situation. 
    
Talked to someone who could do something 
concrete about the problem. 
    
I asked a relative or friend I respected for advice.     
Talked to someone about how I was feeling.     
Accepted sympathy and understanding from 
someone. 
    
I got professional help.     
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A
cc
ep
ti
n
g
 
re
sp
o
n
si
b
il
it
y
 
Criticized or lectured myself.     
Realized I brought the problem on myself.     
I made a promise to myself that things would be 
different next time. 
    
I apologized or did something to make up.     
E
sc
a
p
ea
v
o
id
a
n
ce
 
Wished that the situation would go away or 
somehow be over with. 
    
Hoped a miracle would happen.     
Had fantasies or wishes about how things might 
turn out. 
    
Tried to make myself feel better by eating, 
drinking, smoking, using drugs or medication, 
etc. 
    
Avoided being with people in general.     
Refused to believe that it had happened.     
Took it out on other people.     
Slept more than usual.     
P
la
n
fu
l 
P
ro
b
le
m
 S
o
lv
in
g
 
I knew what had to be done, so I doubled my 
efforts to make things work. 
    
I made a plan of action and followed it.     
Just concentrated on what I had to do next – the 
next step. 
    
Changed something so things would turn out all 
right. 
    
Drew on my past experiences; I was in a similar 
situation before. 
    
Came up with a couple of different solutions to 
the problem. 
    
P
o
si
ti
v
e 
re
a
p
p
ra
is
a
l 
Changed or grew as a person in a good way.     
I came out of the experience better than when I 
went in. 
    
Found new faith.     
Rediscovered what is important in life.     
I prayed.     
I changed something about myself.     
I was inspired to do something creative.     
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  )إستبانة (النسخة العربٌة
 
 عزٌزي ......
إضطراب القلق العام والإكتئاب " مرضى  ٌجري الباحث دراسة بعنوان " التكٌف والمواجهة لدى المشخصٌن إكلٌنٌكٌا ًمن
, راجٌا ًعد الباحث هذه الإستبانةأولإستكمال متطلبات الدراسة  الإكلٌنٌكً,وراة فً علم النفس للحصول على درجة الدكت
) امام الخٌار الذي ٌتوافق مع رأٌك, مع العلم بأنه سٌتم المحافظة على سرٌة هذه √منك قراءة العبارات ووضع علامة (
  ر.المعلومات وإستخدامها لغاٌات البحث العلمً فقط, وسٌكون لمشاركتكم موضع تقدٌر كبٌ
 
  -معلومات شخصٌة:
  ) ( 21)                اكبر من  ( 21-11)         ( 81-18العمر :       
  ) ( )              أنثى ( ذكر        الجنس: 
  ) ( )           متزوج ( أعزب الحالة الإجتماعٌة: 
   ) ( )             حضر ( رٌف  منطقة السكن: 
 
 
 
 
 
 
 
 
 
 الباحث      
 انس علً الطراونة
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 NOISREV CIBARA ERIANNOITSEUQ TNEMTSUJDA :)4.3( XIDNEPPA
 الرقم الفقرات اوافق لا اوافق
  
عيى ٗجٔ اىعًَ٘, ٕو حشعش بأُ اىْبط ٍِ ح٘ىل يعبٍي٘ك 
 ٍعبٍيت عيئت ؟
 1
 2 ٕو حشعش بعذً الإسحيبح ىيَ٘اقف الإجخَبعيت ٍِ ح٘ىل ؟  
 3   يِ ؟ٕو حشعش ٍشاسا ًببى٘حذة حخى ٗى٘ مْج ٍع الاخش  
 4 ٕو يْخببل دائَب ًشع٘س ببىنشٓ ىلأخشيِ ؟  
  
ٕو حشعش بأّل لا ححصو عيى قذس مبفي ٍِ اىثْبء ٗشنش 
 الاخشيِ ؟
 5
 6  ؟ ٕو حَيو إىى الإّط٘اء ٗالإّعضاه اغيب اى٘قج  
 7 ٕو حقيق ىَذة غ٘ييت ٍِ بعط الإٕبّبث اىخي حخعشض ىٖب ؟  
 8  ئل ؟ٕو حشعش بأّل اقو جذاسة ٍِ صٍلا  
 9 ٕو حشعش بأّل غيش قبدس عيى ٍْبفغت صٍلائل ؟   
 01 ٕو حشعش عبدة بعذً اىقذسة عيى اىخعبٍو ٍع الأخشيِ ؟  
 11 ٕو حشعش بعذً الإسحيبح ىيجْظ الأخش؟  
 21 ٕو حشعش اُ اىْبط يغخشُٗ ٍْل ٍِٗ اسائل ؟  
 31 ٕو يقيقل اىشع٘س ببىْقص ؟  
 41  الإّغجبً ٍع الأخشيِ ؟ٕو حشعش بعذً اىقذسة عيى   
 51 ٕو حعخقذ اُ الاخشيِ لا يفَّٖ٘ل ٗيعخبشُٗ اسائل شبرة ؟  
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 61 ٕو حقيق مثيشا ًلأُ يصيبل ع٘ء اىحظ في اىَغخقبو ؟  
 71 ٕو حشعش عبدة بعذً اىشظب عِ راحل ؟  
 81 ٕو حشعش بأّل غيش ٍخنيف ٍع اىحيبة ؟  
 91 ٕو حشعش بأُ اىحيبة عبء ثقيو ؟  
 02 ٕو حغعب ٗحث٘س بغشعت ؟  
 12 ٕو يَيو ٍضاجل اىى اىخقيب بيِ اىحضُ ٗاىغشٗس ؟  
 22 ٕو حشعش بأّل اّغبُ فبشو ؟  
 32 ٕو حَيو ىلإعخقبد بأُ اىَغخقبو ىيظ افعو ٍِ اىحبظش ؟  
 42 ٕو حْقصل اىثقت بْفغل ؟  
 52 ٕو حشعش بعذً الإسحيبح ٍع ّفغل ؟  
 62  اُ اىشٖيت ؟ٕو حشعش عبدة بفقذ  
 72 ٕو حشعش بأّل ىٌ ححصو عيى حقل في ٕزٓ اىحيبة ؟  
 82 ٕو ححبػ ٗحثبػ عضيَخل بغٖ٘ىت ؟  
 92 ٕو حشعش بعذً ٗج٘د ٕذف في حيبحل ؟  
 03 ٕو حشعش بشنو دائٌ ببىَيو ٗاىعجش ؟  
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كثيراً ما 
 استخذمته
 استخذمته تشكل 
 أوسع
استخذمته 
 نىعا ًما
لم 
 أستخذمه
  الثُعذ الفقرات
    
رشجثذ ثًكبَٙ ٔحبسثذ نهحظٕل ػهٗ يب 
 أسٚذ
هح
ج
ىا
لم
تا
م 
قل
تأ
ال
 
    
حبٔنذ جؼم انشخض انًغئٔل ٚؼًم 
 ػهٗ رغٛٛش سأّٚ
    
ػجشد ػٍ غضجٙ نٟشخبص انزٍٚ كبَٕا 
 انغجت ٔساء انًشكهخ.
 لًذ ثبنزؼجٛش ػٍ يشبػش٘ ثطشٚمخ يب    
    
لًذ ثبعزغلال انًٕلف ثشكم كجٛش أٔ 
 لًذ ثفؼم خطٛش جذاً.
    
لًذ ثؼًم نى أػزمذ أَّ عٛئد٘ انٗ َزٛجخ، 
 ٔنكٍ ػهٗ اٞلم لًذ ثشٙء يب.
    
سفضذ انزؼبيم أخزد اٞيش ثبعزخفبف ٔ
 يؼّ ثشكم جّذ٘
اد
تع
لات
 ا
 رظشفذ ٔكؤٌ شٛئب ًنى ٚحذس    
    
نى أدع اٞيش ٚزًهكُٙ ٔسفضذ أٌ أفكش ثّ 
 كثٛشاً 
 حبٔنذ َغٛبٌ اٞيش ثشكم كبيم    
    
حبٔنذ أٌ أسٖ أيلا،ً أٔ حبٔنذ سإٚخ 
 انجبَت انًششق فٙ اٞيٕس
    
اعزغهًذ نمذس٘، فجؼض اٞحٛبٌ حظٙ 
 عٙء
 حبٔنذ الاحزفبظ ثًشبػش٘ نُفغٙ    
س
نف
ال
 ت
كم
ح
لت
 ا
    
نى أدع نٝخشٍٚ فشطخ نًؼشفخ كى ْٕ 
 اٞيش عٙء
    
حبٔنذ أٌ لا أحشق كم انجغٕس، فؤثمٛذ 
  شاٞيًٕس يفزٕحخ ثشكم أٔ ثآخ
    
حبٔنذ ػذو انزؼجم ثزظشفٙ أٔ ارجبع يب 
 أيلاِ ػهٙ حذعٙ.
    
ثٛشاً أحبٔل أٌ لا أدخم يشبػش٘ ك
 ثبٞيٕس اٞخشٖ
    
فكشد ثبنكٛفٛخ انزٙ ًٚكٍ أٌ ٚزظشف ثٓب 
شخض أحزشيّ ٔجؼهذ رنك يثلاً نٙ 
 ٞرجؼّ.
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رحذثذ يغ شخض آخش نهزؼشف أكثش ػهٗ 
 انًٕضٕع
يح
ع
ما
جت
لا
 ا
ذج
ع
سا
لم
 ا
ة
طل
 
    
رحذثذ يغ شخض ًٚكُّ انزظشف ثشكم 
 حبصو يغ انًشكهخ.
    
شيّ أٌ طهجذ يٍ لشٚت أٔ طذٚك أحز
 ٚمذو نٙ انُظٛحخ.
 رحذثذ يغ أحذْى ػٍ يشبػش٘.    
 رمجهذ انزؼبطف ٔانزفبْى يٍ اٜخشٍٚ.    
 حظهذ ػهٗ يغبػذح احزشافٛخ    
 لًذ ثُمذ أٔ اػطبء يحبضشح نُفغٙ.    
يح
ول
سؤ
لم
 ا
مل
ح
 ت
 أدسكذ أَُٙ أٔلؼذ َفغٙ ثًشكهخ.    
    
ٔػذد َفغٙ أٌ اٞيٕس عزخزهف فٙ 
 انًشح انمبديخ
 لًذ ثبلاػززاس أٔ ثزظشف نهًظبنحخ.    
 رًُٛذ أٌ ٚزلاشٗ انًٕلف أٔ ُٚزٓٙ.    
ة
جن
لت
وا
ب 
رو
له
 ا
 رؤيهذ حذٔس يؼجضح    
    
حهًذ ٔرًُٛذ ػٍ كٛف ًٚكٍ أٌ رُزٓٙ 
 انّٛ اٞيٕس
    
حبٔنذ أٌ أحغٍ يٍ شؼٕس٘ نٛكٌٕ 
ك اٞكم ٔانششة أفضم ػٍ طشٚ
ٔانزذخٍٛ ٔاعزخذاو انًخذساد ٔانؼمبلٛش 
 ،، انخ.
 رجُجذ انٕجٕد يغ انُبط ثشكم ػبو.    
 أسفض انزظذٚك ثؤٌ رنك لذ حذس    
 ح ًّ هذ آخشٍٚ يغئٔنٛخ يب ٚحذس    
 لًذ ثبنُٕو أكثش يًب ٚجت    
    
أَب أػشف يب ٚجت أٌ ألٕو ثّ، فضبػفذ 
  رغٛش كًب ٚجت.جٕٓد٘ ٞجؼم اٞيٕس 
لح
شك
لم
 ا
حل
 ل
ط
طي
خ
لت
 ا
 لًذ ثكزبثخ خطخ ػًم ٔارجؼزٓب    
    
 -لًذ ثبنزشكٛض ػهٗ يب ٚجت أٌ ألٕو ثّ 
 انخطٕح انثبَٛخ
    
لًذ ثزغٛٛش شٙء حزٗ رجذٔ اٞيٕس ثشكم 
 أفضم.
    
حغت خجشرٙ انًبضٛخ، فمذ رؼشضذ 
 نًٕلف يًبثم يٍ لجم
  انًشكهخٔجذد حهٍٛ يخزهفٍٛ نُفظ     
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 رغٛشد أٔ رطٕسد كشخض ثشكم جٛذ    
ي
ات
ج
لإي
 ا
يم
قي
لت
 ا
دج
عا
خشجذ يٍ انًٕلف ثشكم أفضم يٍ يٍ      إ
 انطشٚمخ انزٙ دخهذ ثٓب فّٛ.
 ٔجذد يؼزمذا أٔ دُٚب ًجذٚذاً.    
 أػذد أكزشبف يب ْٕ انًٓى فٙ ْزِ انحٛبح    
 نمذ لًذ ثبنظلاح    
  فٙ َفغٙلًذ ثزغٛٛش شٛئب ًيب     
 كُذ يهًٓب ًٞلٕو ثشٙء خلاق    
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INFORMED CONSENT FORM 
 
Information to the participants 
The aim of the study is to examine adjustment and coping of clinically diagnosed 
patients of generalized anxiety disorder and depression among a sample of normal 
and clinical population. The assessment consists of paper and pencil tests, which will 
take approximately half an hour. Confidentiality will be ensured regarding the results 
obtained. 
 
Undertaking from the investigator  
You are required to participate in the study. Your consent for the participation in the 
study is voluntary. You may or may not benefit from taking part in this study, but 
knowledge gained will benefit others. You have the right to refuse consent or 
withdraw the same during any part of the study without giving any reason. If you have 
any doubts about the study, you are free to contact the investigator for clarification if 
you so desire. 
 
Consent  
“I have been informed about the study. The procedure has also been explained to me 
as stated in the information. I have understood that I have the right to refuse my 
consent or withdraw at any time during the study without giving any explanation. I 
am aware that by subjecting myself to the investigation, I will have to give time for 
assessments carried out by the investigator. 
 
I ---------------------------- the undersigned, give my consent to participate in the study”. 
 
 
Signature of the participant 
(Name and address) 
 
Signature of the Investigator                                                                              Date: 
Name and Designation                                                                                       Place: 
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  سبقةنموذج موافقة م  
 
 معلومات المشتركين
رهذف اٌذراسخ إًٌ إخزجبر اٌزىُف واٌّىاجهخ ٌذي اٌّشخصُٓ إوٍُُٕىُب ًِٓ ِرضً إضطراة اٌمٍك اٌعبَ 
والإوزئبة ٌذي عُٕخ ِٓ اٌّرضً وإٌبس اٌعبدَُٓ, َشًّ الإخزجبر اسزخذاَ لٍُ رصبص وورلخ وَسزغرق رمرَجب ً
  ِع اٌّعٍىِبد ثشىً سرٌ.ٔصف سبعخ, وسُزُ اٌزعبًِ 
 
 تعهد من الباحث 
اٌّطٍىة ِٕه اٌّشبروخ فٍ اٌذراسخ, اٌّىافمخ ٌلإشزران فٍ اٌذراسخ رطىعٍ, لا َزىفً اٌجبحث ثعىائذ ِبدَخ 
ثطرَمخ ِجبشرح او غُر ِجبشرح وٌىٓ اٌّعٍىِبد اٌّىزسجخ سزعىد ثبٌفبئذح عًٍ الاخرَٓ, ٌٍّشزرن حك ثأْ َرفض 
بة خلاي اٌزطجُك ثذوْ إثذاء اٌ اسجبة, إرا ٌذَه اٌ شىىن حىي اٌذراسخ ٌه اٌحرَخ فٍ الإشزران او الإٔسح
 اٌزىاصً ِع اٌجبحث ٌٍزىضُح حست اٌرغجخ.
 
 م  وافقة 
أود اْ أُعٍُِ إٍٔ لذ أُثٍغذ عٓ اٌذراسخ ولذ رُ رىضُح الإجراءاد وّب ورد فٍ اٌّعٍىِبد, وّب وإٍٕٔ عًٍ ِعٍُ 
ّىافمخ او الإٔسحبة فٍ اٌ ولذ خلاي إجراء اٌذراسخ ثذوْ إثذاء اٌ اسجبة, وّب ثأٔٗ ٌذٌ اٌحك ثأْ ارفض اٌ
 وإٍٕٔ أُدرن ثإخضبع ٔفسٍ ٌلإخزجبر وَزىجت ٍِٕ اْ اعطٍ ولذ ٌلإخزجبر اٌ ُّجري ِٓ لِجً اٌجبحث.
  خ .أب ...........................................  اٌّىلع ادٔبٖ أُعطٍ ِىافمزٍ ٌلإشزران فٍ اٌذراس
 
 رىلُع اٌّشزرن                                                                                           اٌُىَ واٌزبرَخ:
 
 
 
 رىلُع اٌجبحث                                                                                                    اٌّىبْ:  
